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This report 13 %°2 result of the considerable efrorts ot an evaluation team

assembled bv _.3~1l/Lakar 1n Seneqgal and bv Management 3ciences far Healtn in
the US on benzi+ it SAlDsDakar tc assess mid-point progress of Project o83~
0242, Senegal =u-il sHealtn, Fhase I,

The evaluatio- %:z:m zonsisted af 10U wembers representing the Government of
Senegal dand U:~l.. The tollowitng 1ndividuals were 1nvolvea:

Ministere de Dévelopgpement Soctal.
Mr. Baou T0U~Z : [nspecteur d animation

Ministbere de la Santé Publjque

- Mme. Bineta > UIAGNE Economiste a la DRFF

)

- Mlle. Sébastian: DIATTA: Technicienne Supérieure de Santé, Coor-
. ' dinatrice nationale des activités des SSP
pour les Régions de Kaolack, Fatick,
Ziguinchar et Kolda au MSP DHPS/DSSP.

- Mme. Aminata MAFR- Econobiste 4 1a DRPF

Sage-Femme de Santé Publique, Coordina-
trice des projets Santé USAID au MSF/Chet
Division deg S5SP.

- Mme. Maty Cissé 34MB

- Mr. El Had) Mal:1:: Diame: Ingéni1eur Statisticien/Deémographe Chet de
la Division des Statistiques DRPF/MSP,

Sz:retariat d 'Etat a la Decentralisation

- tlle. Marie Jean-: v, BADIANE: Secrétaire d Administration a vocation
Communale, Membre du Service de Formation
du Secrétariat d'Etat a4 la Décentralisa-
tion,

.3AiD/Manaqement Sciences for Health

- Dr. Robert CUSHM~: : Enidemiologist

- Mr. James M.B. RE-3ER Anthropologist, Specialist 1n Training
ard Extension

-~ Hr. John LIONI : Management and Development Consuljtant
{

- Hr. Donovan RUCIS-.LE

Financial Analyst

Best Available Document



The evaluation “1e.2 activities took place vetween wpril 28 and Mav 23,
19686, except that =12 worv of the financial analyst began and enced later
than that of the c:ners. ODuring this time, the team supervised an i1n-depth
sample survey of praject activities, reviewed project documents, unagertook
preliminary anaivs.s ot survey data, conducted interviews 1n Dakar and 1n
the field. In ada::10n, each of the members of the team produced one or
more reports, Su:z~ an evtensive effort 1n such a short time period made
considerable de-2r:s ¢n the evaluatian team. #All members deserve to be
congratulated ¢z~ <-p1~- dedication and lona hour. of work.

nzurs., these activities consumed all of the time al-
e.aluatian process, including final report preparation.
* th2 team was obliged to disband i1n late May betore data
np.eted and withou" team members having had an oppor-
d:scuss each others’ chapters, conclusions or recommen-

In spite ot the
loted for the e-
The result was :
analysts could %
tunitvy to revie~ a-
dations.

YRS

.
oy

fecognizing that h:: academic commitments were uniikely to allow him further
involvement 1n nne :z/aidation, Dr. Cushman submitted his own summary and
conclustons shortlv arter leaving, acknowledqging that there had been no
chance to review (c- revise) thnem.with his colleagues, but hoping that they
would prove usesul, (That document has been among the sources used 1n
~preparing the Summa-¢ and Recommendatians chapter, and 1s appended 1n its
entirety as Annex [. ofr the report.) Meanwhile, the Senegalese team menmbers
tcak advantage of rz:dy access to the survey data after its analysis to
produce revised ver:z:ons of their chapters late in the summer. With the
pieces thus completsi, there remained the task of preparing an overall
summary ana reccame-:ations, and converting disparate documents i1nto a
unified report. Wi:~ Dr. Cushman unavailable to return to Senegal for this
purpose, USAID ard ™“anagement Sciences for Health eventually agreed that Dr.
Richard Roberts, an “5H management specialist, would undertake that task in
Senegal December 3-:, 178s.

During that time. h:z draft2d a summary and recommendations on the basis of
the several docu-=n<: p-egared bv the team. In kaolack, Lecember 3-i1,
rhese dratts werz rz.1e~ecd and revised by Or. Roberts and three of the
Seneqalese team -2m:zrs, Their collective eftorts resulted 1n a summary and
recommengations ~=1:° wa2re presented to representatives of the involved
ministries, the “~-a:z=t and USAID at a briefing in Dakar Uecember 12, and
ngw cconstitute t-2 I.amarv and Recammendations chapter of this report.

The other chapters z- tne repaort are substantially as thev were prepared (or
revised) by their 1-::vidual authers. In the few cases 1n which two or nmore
documents were ccab:-2d ta create a single chapter, it 1s i1ndicated 1n a
note at the begir-air; o+ tne chapter concerned. Unfortunately, the tinme
budgeted permittes .:-y little edit:ng of the translations of reports sup-
mitted 1n French, a “2ct that will be evident to-any reader and which 15
regretted by all zor:srned. H&earing in mind that the principal use of the
report snould be <o ;:1de project management (1u the Ministry of Health, the
froject cffice an® &1 USAID: Dr. Roberts has annotated the translations to
draw attenlion to s:i:oificart matters that seem to call for clarification or
investigation., te 1c2vt:fy 1ssues on which survev data should shed light.
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The evaluartizr team was very i1mpressed bv the project, which has effectively
doubled 1n s.ze since the peqinning of FPhase [|. The Fatick and hatfrine
Departments a-e now well served by village health huts, Some progress nas
also been maze 1n the 1mplementation of the technical components; naonethe-
less, the laiter remain the major service challenge for the duration of
Phase [I., T7-2 team also found that the drug supply system 1s well es-
tablished, &a-: that possibilities ftor auto-financing are being explored at
all levels., “ne project 15 training large numbers of personnel, all the way
from the *=2c::n +o the village levels.

Certainly wn:: sctruck the team the most is the excitement and dedication of
all those :r.:lvad 1n making the project a success. There was widespread
enthusias=., ZIssential services are now available at the village level, In
meeting t~2 -zads of the people, the project has provided the Region with an
essentral se-.i1ce. [n contributing to building and maintaining the rural
health car2 :.stem, the people of the area have set an example for the
nation. :

- ) =

‘While Managerzant Sclences for Health mﬁde available some of the expertise

involved, orc-2strated the drafting of the Summary and Recommendations, and
assembled the tndividual documents into the present report, all credit for
the contents zf the document must go to the individual team members whose
considerable 2¢forts made it a reality.
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SUMMARY AND RECOMMENDATIONS

SUMMAR'Y

ELPAYSTGN OF THE PROJECT AREA

Arcer 3760 heaisn -ut
the Froject, =-¢ .1s
cales" «CMsy c= F:zt

s were wvstablished in the five years at FPhase [ ot
t3liation af 259 in the “circonscriptions medi-

stizk and Kaffrine was envisaged during the 4 years at
rhase {1, pu-1n:; tne <:rat two years of Fhase [I, the {four~year
target has bee~ s.-cassed, In May, 19Bo, there were 316 health huts
in the target :zznz, cresumably 1ncluding SU-o0 remaining from a dutch

project. iIn ¢t

tion team visiz20 <3 seaith huts, of which 757 had cement floor and
tinc roof and z-uzters, tne others being built of "banco”, with straw
root and no shuzte-s.

Jepartments 1nvolved in the Project, the evalua-

-
z
e
2
-

The expansion o- t-e Froject advancecd at an impressive pace during
these two years. {t was not possible to identify all of the reasons
permitting the -ace achieved, but one is thought to have been interest,
and even demand for health nuts stimulatzd by awareness of their suc-
cess in nearby villages ‘participating in Phase I. Another important
factor was certainly the active involvement of the local authorities of
different levels fram the start, and their interest in the Project.

The Project built eignt health posts. These await furnishing, which is
to be provided bv UZAID in the near future.

The expansica ras progressed well and it objective is achieved; the
task now is to easure system viabnility.

[0, NEW TECHNICAL COMPONENTS

In lo base viilaz2s thase with health huts) and 64 satellite villages
twithout health -uts: :n tne four Departments involved in Phase I, the

Project was ta irtrz:zuce quring Phase [l the following technical com-
ponents:

trz f:g9n% against malaria,

oral ~ehydration tnerapy,

an ex:canded vaccination program, ang
nuir:ticen and growth monitoring.

+ + +

The tarqget populazic- was :nrants up to age 5 years and wamen 1n the
reagroductive ages {lI-d> vearsy, The team's conclusions are oased on
visits and interv:2ws 1n the field and a sample survey of mothers in
the test zane (thz p:i-t:cipiting viilages).
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The F1g-: #kqgatnsrt Malaria. Objective: 3074 of the targer population
using cr.araquine prophylaxis. The survey® suggests that the 507
target w3as exceeded, but tt also ratses doubts on this point. On the
cne hanc, according to their replies to the survey, 83% of the mothers
requliar.. take preventive doses of chloroquine when pregnanc or nurs-
1ng, anc 367% requiarly give 1t to their children. Un the other hand,
less th:z- halt the women surveyed knew the correct dosage for any of
the tarz2t group; moreover, Jo% ot the mothers said they nad fever
‘whic~ ::ulg have oeen malaria) during the last rainy season, and o7%
said the.~ chiidren had 1t.

Foss:zle 2xplanatiaons of those anomalies: the mothers having had tever
coulc oe imong those not pregnant or nursing at the time, and thus not
on the z-2phylax1s; errors 1n the survey process, anywhere from repiies
given tr-sugh 1nput to the computer; 1ncorrect gosages; a malaria
variezv -2si1stant to chloroquine, <Certain of these possibilities can
be el:mi-ated, or contirmed, by furtner review of the questionnaires
and daza.

Villagers should obtain chioroquine from the “animatrices” in the
sateliitz villages and the community health worker (CHW) at the healtn
huts 1n t-e base villages. necording to the survey, 42 of the moth-
ers said they are supplied by the animatrice, S1% by the CHW and others
\7%) by c-e or the other depending on availability of stock. These
data suggest that the motners are being supplied in their own villages,
as plannes. ‘

The resarznce to ‘depending on availabiiity of stock" above draws
attent:on to the ract that there are stock-outs. (it appears that about
70k of trk2 mothers who said their supplier is determined by availabil-
ity of stzzk are in satellite villages. The survey of CHWs contirmed
that tnerz are stock-outs ot chloraquine.

Less t=ar natf tne motnhers surveyed could identify any one of four
common me-~0%s or fighting agarnst mosquitoes.

Oral Ff=an.:ration Therapy. Objective: 504 of the mothers knowing how to
prepar2 :-3 use the home-made URS. According to the survey results,
this 2z je:tive was attained, and even surpassed.

The sz..t.3n 1n gquestion can be prepared at home with locally available
products sugar, salt, waterj. With the support of Regional personnel
trainez i- the technique, lé CHWs and 84 animatrices taught mothers how
to pregar:z and use the 0ORS.

Accord:ng <o the survey, 84% of the mothers in the test zone know of
the ORT p-2gram, and S5% used it the last time their children had
diarrhea.

Unless atherwiez stated, ‘survey® refers to the sasple surveys carried out as part of the sid-tera evalua-
tion 1n Apr:i-*:. 1386, Copies of the questionnaires used can be found in #nnex 11},

-
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Moreover, --2 evaluation team had the itmpression that ORI 1s known and
used 1n ai. of the project area, even tnough 1t has oeen promoted only
in the tes: zone tthe survey ar mothers covered only the test zone; the
CHW survey :n *he expansion zone i1ncluded a question on the use of ORT,
but appare-tiy 1t was not tabulated).

Expandez V:i:cination FProqram. Objective: 504 of the target population
vaccinatea :gainst the seven diseases targeted in the Regional progran,
The surv2y :21d nat give all the detairl needed far a tharough analysis,
but thiz e-<art has not really begun.

Tne mat2-1z. 1s 1n place at the health posts. Technical and super-
visory g2r::inel have oeen trained, but training has not reached the
village cerzannel. In the context of the national EPI! the same 1n-
oculaticns :re provided by the "Service des Grandes Endémies" and
certain -~ea.th past heads (who are expected to operate on a mobile.’
basis in ths context of the Project), as well as by mid-wives of the
Mother-Chil: Health program.

According to the survey, 19% of the mothers said they had been vac-
cinated aga:ast tetanus during the past 12 months (577 aof these were
able to show their vaccination cardsi: 737 said their children had been
vaccinated <:iring the same periaod ithe mothers were able to produce
cards for in 33% of these cases).

The situatior described by these data is not the result of any special
effort on the part of the Froject; this being the case, they can bde
used as oase.:ne data for future evaluation.

Nutrition anz Growth Monitoring. The strate.vy described in the praoject
daocument -<or 2nase i nas oeen neither updated, nor implenented.

111, TRAINING

Jbjective: ~ainforcement of the technical and supervisory skilis of
the managzne-: (g2ncadrement) personne!l, and development of depot mana-~
gers, age- 3 :ne¢ otner community agents, as well as district and vil-

iage comm: Tt
thesa oo2:1:
tratners -as

5 capavle or ensuring the planned services. To attain
.es, the training of a certain number ot officiais as
--=~spen, as was the creation of a training center.

Basic traini-: was tao be glven to pgersonnel 1n tne expansion zone,
refresher <r:.ning to CriWs and members at health committees 1n the
overill projs:t zone, training of trainers to the technical and super-
visory stz<t :¢ tne region, and iong-term training to certain key
otflciais =+ 1@ Froiect and the Ministry.

The Training l2nter was 1nauvqurated i1n January 1355 and has been 1n
service siace zthat time. Uormitories added ana equipped by the Fro-
ject durin; F-23e il thould soon be rormally received by the G0S.
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ihe Certs 14 starfed, with tne excephion of an wdminisctrative Direclor
and a Lyr:ztar o‘ Studies, obotn of wnom lert for iong=-term tratning in
the US :r +ay, 1-35. Having these positions covered by officiala with

other ma::- respcisibilities, as at present, will not work weil tor
very lz-g

At the <12 a¢ t-2 evaluation same or the Center’'s persaonnel 5 per-

s0ns/ ~2r: paid -/ the Froject, and the Center did not yet have a iegal
statute,

The Cerz2- was uczad more than 3.% af the working days between 1ts entry
in ser~.z: 1n ear.y 1985 and April, 1786,

The Cenz2- was usz2d by the Ministry of Fublic Health tor two non-pro-
ject se~1r:irs during the period of review. However, it is not really
open to 3t 2rsi this is said to be due to the lack of a legal statute
and of <2r-al 1nternal administrative procedures.

Thirteen c-ficials from the Hinistry, the Region and the District
levels nav2 participated in shart-term training abroad under the Fro-
ject.

Only tour c¢s the ten peaple expected to pursue long-term (2-4 years).
training a:road had begun their studies as of April, 1986. The delay
is attridouzad to oelays in the signing of the technical assistance
cantract w::n Harvard University i{HIID).

In the tes: zone, the survey indicates that virtually all (33%) of the
CHWs and "ritrones" guestioned had been trained in the use of ORT, 79%
in methocs 0 use 1n the fight against malaria, and about halt in
nutritio~ z-d graowth monitoring, Froject files suggest that the same
numpbers -3.: been :rained in UORT as 1n anti-malaria work. There has
been no :ar.nizat:izn training.

In each z2:: vrilaze iwhere there 1s a health hut}) there is a health

committes; 7,792 m2mbers of such committees in the expansion zone were
trained :1 .29 seszions.

The Proj=z:< <rainez 396 members of 33 management committees 1n the
wpansio- :z:%e, as well as 33 pnarmaceutical depot managers.

Fetresher t-:1ninqg :recyclage) i1s an integral part of the progranm.
Stai+ tra:rz: in 07 and anti-malarial techniques had refresher train-
ing a yea~ :°ter treir basic training. According to the survey replies
of nealts p:st neazs i1n the Fhase | z2one of the Froject, they gave
reiresher t-:1ning o all of the CHWs and matrones undger their juris-

diction 1~ . 34 anc 1985, but 43% of tne CHWs and matrones in that zone
vthe tes= ::-2) 35412 1n their replies to survey questions that they had
not nad a-+ -efres~ar training, and in general the pace of such train-
ing seems :: nave :.owed :in 1986. [In the case ofr the expansion z2o0ne,
2% of tr= 1-Ws ta-: matrones) reported naving had rerresher training



T

[#2)
(&%)

L
o
-

ot
~1
.

.,

A

at least c-:e. sccerding to Project pians, such training shoula caver

a variezy-:- sup)ects and take place twice a year ror the CHWs ang -
annually fzr health committee memoers. [n practice, "retresher train-

ing" seems 0 be fairly 1nrormal, does not reach ail village staff, ana

has tatall. the healtn committees,

Unforturatz.y, orsicials .+ the Rural Expansion Centers and others
cutside =r: Ministries aof ~fublic Health and Social Nevelopment are
excludaez <-:m Froject training,

v, SUPERVISIUN

dbjectiv2: he 1nstallation of a supervision system reaching from the
central se-.ices of the Ministry to the villages, cne that will help
and faci.1%:%e the transter of Project management to the Hinistry,

The supervisary system calls for each level to supervise the one below
it, from the national level, down through the Regional, Departmental
and CM leve.s to the head of the HP who supervises the CHWs and the
matrones 1n their villages. However, in practice, the Regional super-
visors some:imes interact directly at the HF and village levels (which

can diminisa the authority of those who should be supervising those
levels,. -

From the evaiuation interviews, one has the impression that in the
expansion zcne supervision nas certainly piayed an important role in
the success 2r the Froject thus far. However |%% of the CHWs re-
sponding to <ne survey said they had never been supervised, and the
discovery 0- . rertain number of problems in the pharmaceutical suppiy
system ipoor recard-keeping, stock-outs,. unresolved probiems caused by
out-dated st:ckss suggests that supervision has not accomplished all
that 1s e«pa:ted of tt., MHoreover, in the test zone, where the health
system nas t2en 1nvolved with the Project for over twa years, one had a
sense O0f 2 ::ivwne2ss 1n supervision; this was rerlected in a dispersion
o+ the co-=m:.-ee members, disregard or the roie of the committee and
disinterest 0 tne part of CHWs.

Supervisizn -2ports move up through channeis to the Project Unit with-
out being er:ioited, aithough for each levei their exploitation could
teil supe-v:iz:zrs much about what 15 going on. This 1s particuiarly
important thrs Regional Supervisors, who are "fartnest” from the vil-
iages and tn.s cdepends the most on i1nformation transmitted by others.

The #iling s.stem of the Project Ynit did not permit verification or
either the rsjuiarity of recerpt of reports or of fcllow-up being given
to 15sues ~a.zea on earlier tield visits,

in the caz2 - Fatick, lessans seem to have been learned from the past,
and tnhe systzr works witnin the nierarchy. However, there is a general
proolem in t-:z sense that the supervicors have a tendency to communi-
cate probiam:z to their superiors ratner tnan solving tnem directiy 1n

3 13
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tne field., Tne Regronai and Depaitmentai supervisars are under tne
errective contraol aof tne Lhiet Phvsicians,

The superviston system was rot planned to contrioute %0 tne pianning af
pasic or retresner training, out considering tnat su:2rvisors are also
trainers in tnis context, and tnat experience 15 2xc-iangea cudring
monthly coordination meetings, one would hope tha: t-:ining reflects to
a reasonable extent the realities found in the rielc.

Jupervisory cnecklists/forms have been proposead t< e-sure tnat the
important points are always covered during superv:sc-. visits, but they
are not used. The supervisors also apparently dc nz: use priaor trip
reports tor guigance on succeeding trips.

V. INFORMATION SYSTEM

During Pnase II, the aim was to (a) improve the MI5 1- piace since
Fhase I, especially in terms ot increasing efticiency. 1ntroducing the
use of tne computer, and applied research, (b’ put in 2iace an epidemi-
oiogical surveiilance system with which to follow and 2valuate Project
activities,

By,thé end of the period 1584~-1386, the Project was tc {a) requliarly
anaivze and send essential information in a timely faszion to bDepart-
ment ang Region authorities, and (b) have in place a3 standard system of
reparts on the experiments under wav in tne 16 test vi.lages. These
goais are oy no means attained.

Special attention was given tne Health/Management Informatian Systenm
when fhase [{ was planned, because the experience of F-ase [ had demon-
strated tne na2ed ror 1t.

The present system requires the CHW to reep four regis:t2rs and drug
purchase orders, Tnese documents incorporate a lonz l:st or data:
demograpnic, epidemioiogic, financial, service activit.., and management
\e.g. at drugs). It was nct passihle to pvaluate trne :.aiity or the
gata, or o7 the reports, but the subjective i1mpress:on =f at ieast one
member of tne evaluation team was that they leave mucn 0 oe desired.

The HP head must prepare five monthly reports isix ina -2 test zones,
and in same cases more. In addition, it is they wno r_.st transcrioe
data <rom the health hut registers. Hany of the gata .n those regis-
ters stays right there, but it reportedly gets some us2 2y HP heads in
their rale as supervisors of the CHWs. Considering trz substantial
effort required on the part ot the THWs to record ail t-e cata they are

asked to keep, most of which go unused, one wonders :+ :: 1s ail neces-
sarv.

With the number ot reports the HF heads must prepare, a-3 qiven the
fact that they are not always 7gifted ar skilled in calc..atians, tne
HiS requires a considerable effort on the:r part. C-e =~:nders ir the
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Froject wouia not be better served Oy & reduction tn tnese domands in

tavar af 4 greater efrarc on supervisien, or on delivery of medical
services.

At the Project Umit, the Coordinator reviews activity reports fron the
supervisors and HP neads, works witl them to fi1nd solutions to proolems
reriected i1n the reports and transmits certain data to the fegion tao
Justify mobylecte fuel allocations. However, atner reports containing
raw gata are simply ri1led when they arrive at the Froject Unit iexcepr
that data relating to the rinances of health huts are reviewed).

What 1ntrormation 15 needed® There 15 uncertainty an this point.
bastcally, it ts a function of needs and possibilities. Needs are

dertved trron te objectives of technical and administrative activities
ot the FProject.

The data communicatea up through channals are found to be of little
management uttlity. This is nat surprising, cansidering that they are
primarily raw data, sometimes agqregated. The near total absence of
data processing is a major weakness. '

A series of indicators focusing of operational and medical objectives

of the project was identified in the planning of Fhase Il. -To convert
data to indicators, the data must be processed--some calculations must
be done. At each level of the system, the results of some such pro-

tessing are needed. But neither at the hut nor at the HP does anyone

really have either the training or the time to do it.

For this secaond phase of the project, it was understood that a sta-

tistician would be assigned to tne Kaolack Medical Reaqion, Thus far
this has not veen daone,

The Froject has a microcomputer which woulid facilitate the production
of the proposed i1ndicators i(and others as welii. The computer is
under-utilized, although someone with an aptitude for numbers could
learn to use if for this purpose in little time.

the survey and interviews 1n the villages and at the HFs led to the
conclusion that the reasons for the considerable work of recording and
communicating data are not understood. This 1s partially a matter of
training, but still more a result of tne lack or feedback in the sys~
tem. Some cases of feedback were cited, but 1t was compliments or
criticism on the way rorms were filled out rather than relating to the
technical work retiected 1n the dataj it is not clear how common, or
rare, that is. The evaluation team was assurad that monthly activity
reports are discussed at monthly meetings, and that action 1s taken on
the basis ot the information they contain, which constitutes a toram of
feedback. Stiil, at the Department and HP levels, the authorities

lament the tate reserved for the data collected and sent up in other
reports, '



Y

o
~i

o
[» 3]

39.

ov.

ol.

64,

ithe ministry or Fubitc Health nas one healthsmanagement tnrormatian
system and tne rroject has anather. une fegronal o+ficral compiglned
that datd nis service needs rematn filed at tne Froject, The extent ot
duplication 1n the systems was not aetinea, out they will certainly
have to be tnteqgrated arter the end or tne Froject: the edrlier that
inteqration 1s planned the easter 1t wiil be,

VI, PHARMACEUTICHL SUFFPLY SYSTEH

ihe objective ot the present phase 15 to estaolisn the system 1n the
expansiaon :zone, and to reinforce the distribution and resupply systenm
at all levels 1n the si1x Fro)ect Departments,

Tne pnarmaceutical supply svstem of the Project 1s parallel and cam-

plementary to that or the Scate, but the former 1s conceirved above all
to get drugs to health huts built by the people at the village level.

A Kegional depot i1n the future Reqional FPharmacy supplies Departmental
depots 1n health centers; tnese, in turn, supply community depots at
HPs, from which the health huts obtain what .they need. USAID provided
the initi1al stock and the villagers are to resupply themselves tnrough

"the system, paving with 1ncome generated by the sale of drugs and

health hut services.

[n the ekpansxon zone, threae Qepartmental depats and 31 comaunity
depots (70% of the 44 plannedi have been opened.

Each health hut 15 to be considered an autonomous, self-managed, selt-
financed unit, and to be able to maintain the revolving fund with which
it was initially estcblished. A check of 43 huts found Z17%Z with a
positive balance, Z3% negative and 3é% whose records were in such a

state that it was impossible to draw conclustons on the tinancial
viaoility or the nut.

Purchase orders exist at all levels of the system, as do at ieast two
kinds reqisters i(ledgers: or cards/forms to control the level and use
of inventary and cash. It is ciear that the CHWs have a lot of dif-

ficulty with casn and stock accounting; many do little more than file
purchase orders.

In general, the registers/ledgers and otner record forms are poorly
kept up and management necessarily sufters.

Responding the survey, $2i of the CHWs estimated that the products in
the health huts meet the basic needs of tne villages.

The survey taund that, of the villages reparting, two-thirds had ex-
perienced stock-outs in the past six months (43% 1n the test :zone, o8%
in the expansion zonei: of thase reporting stock-outs., roughly half had
stock-outs af nivaquine andsor aspirin, and smaiier percentages ot
other drugs.

{7



63, Tne 2.: _aczinn %eam found tnat at the nealtn center ana post ievels,

Orf1zté.s. sor:ow” drugs from the stock held for the health nuts and do

not rer.ice tne "borrowed" products, [t this becomes very common, tne
viab:lyt. ct the system will be 1n )eopardyv.

bo. Some nf 1eads take the place ot the oepot management committee., it 15
not z.s:" %0 what extent this 15 unaer committee control.

67. AL 2.s-:i"e~t lpveis of tne system, products not on the orricial list
autnir::20 +or cthe health huts were tound 1n the i1nventory. Jinis could
nave s::°1-1cant nealtn risrs,

28. Supe-~.i:.on gepenos on tne regional and Deparctmental Chier Hedical
- Ofttiz2r:, saconoged 0y supervisors. It seems to be limited to col-
lecz.~7 zara ano taking them to the Froject uUnmit,

o7, Tnera c::9 A0t appear to 0e a policy to deal witn outdated pharmaceu-

tica.s. T71s 15 likely to create probiems ror the tinancial viability
"of t~=2 -.ts andsor the depots, or--it the proaucts are used--tor the
nealc~ :z- the villagers,

7o, The cie:-iirness of some ot the nuts anag the hygienic conditions 1n
: which. tr2v/ operate leave much to be desired. Supervision 1s needed.

71. Conclusiza: the system seems to be well structured, but there are
"operazic-3l proolems tnat need attention.

YIT. FINANCING RECURKRENT COSTS

H. QUERVIEW

iZ. The S=zne:zlese ecanomy nas been through difticult times 1n the past
decad2. Th:s is retlected 1n the Hinistry of Pupnlic Health oudget. As
a per:a2rizge of the total government budget, it has declined from d.6l
in 1572-"3 =0 9.4% 1n 1984-89; the WHO recommends 9%i. The present
projez: .: aimast entirely tinanced by USAID, but this funding will end
in 1*2>, 17 15 time, now, to figure out how the Project s recurrent
costs ~: :2 :"sorbed by the ©0S.
: 73. Among r: recurrent costs: ruel and marntenance of vehicles and mobv-
lettee, :-uzs, aater, electricity, telephone, buiiding up-keep, ofrice
’ expersa2s. gorscanel (including per diem during traitning and supervisaory
- tield tr:.ei.

74, HAbsorz<::- z< Project recurrent costs by the idedical Region 1mplies an
increzsze .n t1ts pbudget. The aiternative is to identify otner sources
of fi-ar:.ng to iighten the burden on the State.

e

75, The 1222 :f zommunity participation 1n the financing of healtn services
has bs=2n -ai1sea. fihe consensus seems to be that through one device or
anoth=-, -ne people can probably tinance the resupply of the drug




staocks at :a7e nealth puts and, tt they are so i1nclined., provide some
materiai 1-zentive to the UHWs, The rural Community budget mignt
eventually araovide funds to replace tne mobvylettes.

Froject de::ign envisaged having mabvlette maintenance and repair oeconme
the respans:bility of the health committees, but tne evaluation commitc-
tee did no: rind any that had tinanced such costs.

In theorvy., 2ach Rural Commeunity should establisn a proces-verbal for-
mally azze::i1nq a mooylette provided by the 'roject: this, it is said,

would g:ve <nem responsiotlity for replacing them. In the expansion "
zane, 2% .7 ot 7Z) af the Rural Communities have dane this. To
permit s to use their budgets for this, a revisiaon ot budget rules

tne
andsaor t2r1.nology has been suggested.

In generai. the Regional administrative authorities tavor having the
Rural Commu-i1ties or the people take over Froject recurrent costs, but
acknowledqge that the participation ot tne State is not excluded.

For example. it is relt that the State should prévxde the necessary
mobyletie a-d vehicle fuel when USAID ceases to do so. Studies show

that it snould be possible with the allocations of Ludget year (9682-83
{whicn have since been cuti. )

Another case 1s the cost of funn:nq the Training Center, most which is
tinanced by USAID. The GG5 should begin considering how the Center
will be rinanced after the withdrawal of USAID support.

. FINANCIAL ANALYSIS

An anaivs:s :f the lacal expenses of CFA 131 million of the Praject in
two years ‘:2ds that by far the most tmportant categories are per dienm
durtng trai-:ag 1334 of the total) and running the Froject Unit (4%,
The closiag =f <he Project Unit with the ending of USAID involvement
wili thus s.:stantially reduce costs to be absorbed. Nevertheless,
the prajecr :aszs tar toa much ta oe taken aver 1n its present torm by
the v0S.

Analvysts :r ne operating costs ot the car park shows that the main

items are ‘.2i (38L) and repairs (33%1. The detailed analysis raises )
a number =t :.ssues tor further studvy. For example, maintenance and

operating zcsts per kilometer are S0J higher for Project 4ud4 diesel
cars than <c- 1ts d4ud gasoline cars the same age.

The cast <+ raintaining, operating and replacing tne car park t1s es-
timateg unde- several hypotheses i1see the text and exnibits). ~Among
the detatis :2rived from the analysis, one finds that the fuel cost for
project acsi.:t1es 1n J789 will be equivalent to o5% of the Fatick and
Kaolack ru2i zudget in 1983.



o4, ft 15 esct2as34 vnac more than nalt tne expenarture \n ruet 16 ac-

counteg oy 4C°.v1T1es arner tnan_Supervision. ints was canciuded
an analysta c- agi1svances tc oe covered, ftuel consumption races and
other pertine-: datd related to svaerviston activities,
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Tne annual oc:-ating cost yruel, maintenance, repalrs; of the moby-
lettes usez ::- supervigion of tne neaith huts 1s escimated at CFR
8,000 per .ii.igqe, or CFA 25 per villager.

ob. fhe cost o~ ~::lacinqg tne mobylettes every tnree years 15 escimated at

CFa 40,033 2¢- vitlage, or CFA 3% per persan per year. Only 17 Rurai
Communitiez ~: o committed tnemselves to this expense.

87. As nated ez-i.:r, per diem given GCHWs and matrones during training has
representec o-:-tnird of Froject local expenses during Phase [I. rost
{85-%0%s o- n-.s was for 1ntti1al training. Eacnhn ot the agents received
CFA 15,000 :n :z2r ag1em during this training, a large sum 1n the rural
world. ls .t 2:cessive, and what would be tne etrect an marale and
motivation :r .2 were reauceg? Even atter the withdrawal of USAID,
replacements <:- agents who leave ror one reason or another will.nave
to be trainsg :1d retresner training should be continued, on assump-
tions set fsrt* 1n tne chapter, at current per diem rates this could
cost CFA 8.2 m:.lion per vyear,.

88, Tne- Training C:~ter nas been operational for too short a time rfor
expertence to :-avide 3 good opas!s for estimates aof running casts,
particularly s:2ce tne opening ot its darmitory in the near future will
tntlgence thoss casts. Carerul continuing control of expenditures at
the Center cec::es 1mpartant ta permit planning far 1ts financing after
USalb support z2rminates.

8. [n the nhealtn -.zs, tncome seems to be aoequate to trinance the main-

tenance of :-vs-tory levels as envisaged, but the picture 15 not all
tnat clear, znz Atil not be until Lthere 15 vectter record-keeping. H
potenti1al przo.:n: 1t seems tnat because of HP stock-outs aue to 1r-~
reqular del: .er.2s through the Ministry system rrom the PNAs, HP heads
are meeting <n:.- 2wn needs oy dipping into i1nventory neld tor tne
Community Dez-27:; the "horrowed" stock 1s not always replaced, or pa:d
tor. This c=c:::talizes tne nuts and depots i1nvoivea.

1t
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RECOMMENDAT IONS

GENERAL

[+ the rzzommengations which follow are to be acted upon, consider tne
passibii..v of extending the }life of the Froject by one to two vears to
permit 1T <0 acnhieve its oojectives, However, the i1ntegratian or
Project e:z:ivities and management with those of the MSP should proceed
as rap:.3i. as possible and the role o° the Froject Unit during any
extens:an :eriod should be much less than 1t 1s naw,

Decentral.:e Froject management mare, recagnizing that the scape of the
Project n:: become much greater during the second phase. This could be
dane in t-2 cecntext of integrating project activities into the MSP by
the trans::z- of some project responsibilities to the CH medical of-
ticer,

Find a way <0 keep admihi;trative and- local authorities better informed
of Project sctivities; for example, through the HP head at requiar
meetings or the Local Development Committee (CLD).

Speed up th2 furnishing af the remaining HPs to make then opérational.
See to the .2keep of the huts, and encouraqge the impraovement af their
tloors to me22t at least minimal hygiene standards. For the future, es-

tablish and a2ntarce minimum material and construction standards for
"acceptance 2¢ huts.

Speed up the zuilding of the Medical Regicn facility at Fatick.
Encourage tr: i1nvolvement ot the rural advisors on the health commif-
tees; thev c:- ~-omote the taking of respaonsibility for health macters
in their re2g:.:a2s, and more ettective follow-up to FProject execution.
Take necesza-. action to ensure that the CHWs are functianally liter-

ate, to p2~mi: better record-keeping in the huts.

[ECHNICAL COMPONENTS

Malaria - :n tigate the suggestion by the evaluation survey that
there may 22 : ni12n rate of malaria i1n a population saying that 1t
practices reg..ar praphylams.

Malaria - ewxts-31 the anti-malarial campatgn throughout the project area
witnout fur-he- delay, tut make a special effort to ensure a constant
supply of cnic-z2quine accessiole te the populations i1nvolved.
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ORT - recunsider t-:z czntent o¢ tne training and education efforts
vincluding tnat -rc :aed fcr medical personnels to better cope with the
problems cited a: :-2 ceqinntng aof the “"Observations” section of Chap-

ter Il, such as -ot-2rs expectation that ORT stops diarrnea.

CRT - extend the 5%  e<trort to the ftuli fFroject area without further
delay.

EPI - acceleratz <r: iazunching of the program 1n the Project context.
Mutrition - witr 3:-43, elaoorate a Reqgional strategy and launch a

prlot project tz :n:.e-ent 1L, taring advantage ot the village 1n-
trastructure in -iz:a,

TRAINING

Provide training fc- agents ot the CER and othar development staft
rorking in the ru-a. areas tor specific FProject needs.

Put more emphasis o~ technical training at the HP and village levels to
" increase the quai:tv ot the health services provided there.

|13
Extend refresher tra.ning to health committees, especially as concerns

the management of pharmaceutical products.

Ensure that refresher training is given reqularly throughout the six
Departments invoivec in the Project.

Speed up impiemenzat:on of long-term overseas training.

Without further aels., name an administrative director and a director
of studies for th2 “-aining Center to replace those who have left tor
long=-term training, :nd ensure the installation of replacements for
others who leave <or training berore they leave.

Establish a legqai s::tuze for the Training Center before fiscal year
1987/88. 1In so co1-;, zonsider the possibility of giving the Center
the financial autznz:v 1t would need to become self-financing. [t has
much more capaciz. :-an will be needed for the Project alone, and its
infrastructure ar2 z2rv:ces could be made availlable to other agencies
and administratizss -9r a charge that would help finance operations.

Ensure that inforaiaz.2n contained 1n supervision reports 1s used in
planning training, s:peczially rerresner training.

In Project radio =r:z-smissions, make use of people directly involved in
Project activities, :.g. HP heads, CHWs, even viliagers.

3
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Undertake a ti1eld study ana analvzie supervisory reports of the past }i-
ld months to confirm or disprove tne 1mpressiaon of 1ncreasing relaxa-
tion of supervision, particularly 1n the Phase | Departments. [f the
inpression 1s canfirmed, the reasons should be i1dentified, corrective
action taken, and a means oevaisea to oraw attention more rapidly to any
tendency to relax i1n the future,

Effectively make of supervisian a process of control and support so
that errors found 1n the field are corrected on tne spot.

Ensure that each supervision visit follows up on problems 1dentified on
previous visits,

Check up on the regularity of supervision at all levels, 1n particular
the nati1onal ‘level.

Develop job descriptians for supervisors at each [evel in an effort to
ensure that each respects the responsibilities of the other.

Include as a supervision responsibility identification of knowledge or-
technical .skills that need strengthening and appear to call for train-
ing effarts, and establish a way of getting this information to those
respoasible for developing and delivering training programs.

[NFORMATION SYSTEH

Make a serious and drgent effort to simplify and rationalize the sys-
tem. One change to coaonsider would be the elimination of record-keep-
ing in the satellite villages; other desirable changes will be dis-
covered if the fallowing recommendations are implemented.

Review, and eventually revise, the existing list of indicators; then
put them to use.

fReview and eventually revise the farms, registers, ledgers and reports
now in use and eliminate any that can be replaced. For this purpose,
consult the 1983 report of Patrick Kelly 1n Annex IV,

Organize a seminar-workshop involving all interesteg parties to recon-
sider the follaowing aspects of the i1nformaticn system: content, rores,
cammunicatiaor;, processing, analysis and use,

Establish a Regional dava exploitation and analysis capacity, using the
Froject microcomputer and taking advantage of DRFF experience.

Train the HP heads and sugervisors i1n calculation and analysis, involv-
1ng the competence of the DRFEF,
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fReview and tignten tne supervision of data colilection and tne reporting
process rrom the base to the Ministry.

Improve {(strengthens coordination between the Froject and the services

ot the MSP at the Regional level, particularly as concerns the sharing
of 1nformattian,

Inittiate a study to 1dentiiy the most efrective way to i1ntegrate the
Froject intormatton system with that ot the Hinistry to ensure an
uninterrupted rlow of 1nformation when the Project ends.

PHARMACEUTICAL SUFPLY

Review and put into practice the "Recommendations on the Pharmaceutical
System and the Distribution of Medicines" by James E. Herrington,
November 29, 1983.

Look into the possibility of simplifying the records required and
providing additional training to LHWs 1n drug logistics management.

Reinforce and reorient the éupervxsion of the community depots and
other parts of the system to ensure that proper procedures are being
faollowed and that the steps needed to avoid stock-outs are taken.

Take care that there is an uninterrupted stock of essential pharmaceut-
icals.

Bring under contral the practice of health center and HP officials
dipping into the inventory reserved tor health huts.

Eliminate the use at the huts aor products not on their approved list.

Improve the sanitary conditions and cleanliness of the huts and com-
munity depots.

Take care that the demands of the Regional Hospital and tne health
centers do not result in stock-outs at the expense af the huts.

Make the Regtional Pharmacy operaticnal.

As soon as possible, begin the harmonization of the Project sysﬁem with
the MSP system so as to avoid an interruption of supply at the end ot
the Project.

Even after the end of the Project, maintain the system of community
depots to ensure that the villagers can continue to buy medicines at
low cost. ’

}4
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RECURARENT CO0S5TS=

Undertake .another ti1nancial analysis ta plan thne termination of USALD
financing and the taking over ot tinancial responstbility by national
sources without damage to the services being provided at the village

level. This study should be undertaken as soon as possible.

.To the extent possibie, associate the i1nterested 1n deliberations and
decisions relative to the taking over of expenses of the Project; their

participation ang information will be essential to any seli-financing
erforts.

Arrange an audit of the Project accounts and a study ot the precise
nature of all local account expenditures. Jn the basis of this study,
develap a much more detailed chart af accounts than presently exists,
plan expenditures on a monthly basis and exercise tight control over
manthly and cumulative expenses. Management should bhe informed when-
ever expenditures begin to exceed budget limits,

Computerize Project accounting, using the Froject micro-computer.

There are popular, low cost computer bookkeeping programs readily
available, such as 0AC-Easy and Ready-to-Run. Those who do an eventual
audit 1see No. 3! above) can advise this matter.

Conduct a review of all vehicle usage to see if there are not uses that
can be reduced, or simply eliminated.

Carefully check the consumption of the 404 diesels. If it is as high
as the data cited here indicate, tne vehicles should be retired from
service as soon as possible, upless a way can be faound to reduce their
fuei consumption/kilometer to a reasonable level.

Establish a written policy on venicle maintenance and make sure 1t 15

respected, Accompany it with tratning in maintenance for all Project
drivers.

Study closely the matter of training support costs particularly per
diem and similar costs) with a view to their absorbtion by the GJS5.

[n purchasing mobylettes, make every etfort to get products for which
the cost of spare parts 1s not nigh. Parts for the mobylettes trom
UNICEF cost three times those far the mobylettes USAID pravided.

2

Several recossendations relating the recurrent costs nave oeen coadines andsor abridged here.  ihey are
reproduced 1n full 1n Aonex VIil,

lo
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Revise tne -ioget gefinitions fer tne Rural Communities, particularly
1n tee "me:.n' cpapter, so that the 1nitial d% aliocation 15 no longer
limited 20 zuying medicines but can be used as a subsidy to the health
hut and rerewed each year, permitting the use of tne funds itor changing
health priz-i1ties. Make tne changes needed to permit the communities
to use buds2t funds tor the mobylette maintenance and replacement.

Reorganize °eqionai oudqgets to allow their use to ti1nance the ruel
needed roar :upervisory activities,

Seek out m::-o-projects 1n the context of community development that
could heip -i1nance the health huts. The CER should be able to help.

EVALUATION

In future e.aluations, put the emphasis on the extent to which objec-
tives are t2:ng attained, the validity ot the original objectives 1in
light of excertitence and any refocussing, or "getting back on track"
that appears to be called for, rather than on data collection as was.
emphasized :n the terms of reference “"criteria" provided for the pre-
sent evaluazion,

Avaoid incluoing formal surveys as integral parts of evaluations, and
above all avoid data collection on the scale attempted in this case.
In an evaluation requiring data that can only be obtained by an ad hoc
survey (1.e, are not provided by an existing information systen),
complete the data collection, inputting and at least the generat:ion ot
basic tabulazions oefore undertaking the evaluation itself, This does
not exclude 1nvolving 1n survey conception specialists expected to be
part of the evaluation team; it does mean separating the two.

fn any rutu-~2 surveys ot this type, 1nclude cantrol populations, par-
ticulariv 1+ baseline data for tne area are not readily available tor
compariscn. in the sresent case, a cantrol population 1n the Phase I
zone hut 2ausside the "test zone” and inother entirely outside the
Froject are:, would have made the resclits much more useful to Project
managemen~t :-d to Min:stry of Public Health planners.



[. EXPANSION OF THE PROJECT AREA

INTRODUCTION

The Senegal Rura. Health Project has eupanded into the Fatick and katfrine
Departments sinc2 April (984, However, the effective expansion of any
project must ne2: the criteria of all the parties i1nvolved, and make use ot
the experience ::ined 1n the 1nmtial phase of the Project. In this case,
the Project zce: not appear to have i1dent:ified the suitable conditions for
tnplementatizn - phase I[, which 1nvolved an expansion i1nto Fatick and
Katfrine Depsa-t-2nts. What happened i1nstead was a rapid 1mplementation of

planned acti.:.t::9 without any appropriate readjustments or drawing fram the
experience gainzz during phase [.!

The present rav.2« of the Froject’' s expansion 1nto these two Departments
will focus on t-=2 following points:

- Inftarmat:an and sensitization system;
- Infrastr.cture management system;

~ Personne. training;

- Equipmen: and drug management.

A. INFORMATION AMND SENSITIZATION

The expansian of the Rural Health Project into the Fatick and Kaffrine
Departments starz20 with community development efforts to infaorm and sen-
sitize the populations directly invalved in the life aof the Project.

However, 1t needs to be stressed that the documentation ot this activity was
inadequate to prcs/ide clear information at the Project Unit, This activity
was the work of <-e coordinating authorities at all levels of the ad-
ministrative hRierzrchy and also of the Public Health and Social Development
personnel,

l. The Coor=in::i1ng Authorities

Chaired by the a:ministrative authorities (Governors, Prefets, and Sous-FPre-
fets), meetinzs :¢ the Local, Uepartmental and Regional Development Commit-
tees (CLbs, DLOs. RLDs) were held in the participating Departments. The
meetings were a%:27ded by representatives of the Ministry of Public Health,
the Project Un:t. the Ministry of Social Development personrel, and the
local authoric:e: i{the village chiefs of tne area). Minutes of the meet-
ings document ~<hz Jiscussions that took place.

ALL FOOTNOTES M&YZ 233« AUGED JURING EQITING, WiTAOUT EVALUATION TEAM REVIEW UNLESS OTHERWISE NOTED.
U This view 15 nzt :-:irea 0y all taam neebers, and is to some extent contradicted later in this sase chap-
ter.



Jn these occasi:z-s, a oriet nistory of the health Project was traced and 1ts
tmpoartance 1n .t:-ns of the large number or people 1t reaches was under-
scored, These -eetings were also apportunities to recall tne objectrves of
the primary heai:n care policy, all this culminating 1n the choice ot the
sites tor the health hutg \n accordance with the agreed criteria,

[t was 1n this wiy that sensitization and iniQrmation activities were car-
rted out at %~e 3rious levels or the administrative hierarchy, so that the
Froject woulc b2 -ecognized as a major step towards the attainment or the
government s 2 ::tive of "Health For All by the vear 2000,

Analysis of s.r.2/% rindings 1ndicates tnat the two Governors ot kaolack anc
Fati1ck Fegilors - -h2 averall Froject area -, were i1ntarmed of the Froject s
existence., &z2%- 1ad been assiqgned to other posts within the Region during
the rirst Phaze :- the Prcject.

fegarding the F-z2-ets and Sous-Frefets af the districts t("circonscriptions")
concerned, d4czar:.ng tne survey, 7/7% ot them were i1nftormed of the Project s
extstence, 7074 ws-2 actually 1nvoived 1n 1ts 1mplementation. Most aof thea
v90%) said thay ~2re i1nformed of the Project's pragress through the reports
of its activities during Departmental and Regional Development Committee
meetings. Nonet-~aless, only 22% knew how many huts were in place.

While the author::1es may not have all the data at their fingertips, they
provided remarkab.e assistance 1n sensitizing the population and in support-
1ng the Project :3rough action when appropriate, Their interventions were
timely., taking plice whenever tnere was a problem threatening the proper
functioning of tr2 Project.

2. The Technicsz. Services

Sensitization ac::vities were also carried out by the MPH personnel, includ-
tng the district -+edical officers® as supervisors, and the health post (HP)
heads i1nstalled z-:10r to the Project.

The decentralizez sersonnel of the Ministry of Social Development was also
involved 1n ensur:2g outreach to the target audiences, and to tnis end,
three Departmentz. agents were allocated:

- | agz-: for Koungheul and Malem Hoddar area;

- 1 age-+ ¢or Xaffrine and Nganda;

- 1 age-: for Fatick.

2 Unless otherwise s::i:ed, *survey® refers to the sasple surveys carried out as part of the ard-ters evalua-
tion 1n wpril-May :<%a. Copies of the questionnaires used can be found in Annex [II.

3 "gedecins chets de zirconscriptions eedicale®



Thetr activit:ies ware gsznpauled 10 three on-site visite, Thne rirst was to
sen trhi12e .he pci.idtiong and to confirm the sites of the heaith huts., The
~acond allowed i the committees to be set up and community health workers
(CHW1* "o be selazted. On the third visit, they outlined the objectives of
the primary heal:- care policy ta the populations, tocusing on tne (mpar-

tance aof taki~q . -zcasivilicty for the hutd dand motivating CHws.

in this rospezs, "9a evaiuation team tound that the these authorrties par-
ticipated e#f-22%. 8l, tn tne pxecution of the +roject at all administrative
levels.

b, INIRASTRUCTURE

1, The Stars.nz <:%uaktion

In canuary 193 i rural health project funded by Holland bequeathed to the
Rural Health F-2;::t 58 nuts located tn the Fatick Department., The assess-
ment of the ex:st.-q i1nfrastructure revealed 77 huts, of which one was still
being built, |3 ha: ceen destroyed and 57 were 1n good condition, 04 the
latter, five had t2en transrormed into HPs by the populations in order to
“meet their health -2quirements.

the lack ot prezis:an and clari1ty ot the available documentatian made 1t
impossible to asse:zs the numbers and condition of the huts in the Diakhao
Stne rural caommunizy,

2. Fhase [l. Mic-"erm

Rccording to data ::llected at the Project Unit, 316 huts were installed 1n
the expansion zcne: (12 1n T3tick and 204 1n kaffrine. Investigations
showed that, 1n tw: years achievements far exceed the Project’'s goal of I35
huts.®

The Project renzvaz:z1 and equipped eleven HPs 1n the QOepartment ot Kattrine,
pulrit eight other ::sts and renovated the Maternity. However, the eight new
posts built 1n “af--i1ne are not yet functiaonal due to a lack of furnishings.
In Fetick, the FPro:zct has just beaqun construction of Regional tacilities.
The causes aft tr2 :-:lavs 1ncurred remain to be 1dentified.

4 The translatian =¢f *#i1," for ‘igent de Santé Coamunautaire.”

3 These say be the 2ievi* nuts that explain the difierence between the &8 cited in ane sentence and 77 in

another, but #e nise ~:: been aole to confire these otherwise contradictory fiqures.

S [t seens likely tnat o= 316 huts found in 1934 include the 32 that were left by the Qutch, were still in
qord condition anc wer: 2ot being used as Health Posts. Hhile there was no need to stiaulate the buiiding

ot hv's in the vi.iage: concerneg, they were 1nvolved 1n all of the extension and training activity,

)

-
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H#n dnalysts o- the results ot the survey of 43 nuts. suqaests that 754 of
the nuts are .~ very gooo shape with cement walls and zi1nc rooaf, doors and
shutters, iwe~ty-ane percen* are 1n tair 9hape, with walls made of local

buirlding mater.al {(banco), thatched root and no closures.

C. PERSONNEL

L. gaslc “r::.ntng

All or the zor-unity nealth workers (CHW) surveyed, 30 CHWs and 31 trad:-

tional midwives, declared they have undergone a basic training of two to
tour weeks,

fhis 13 an arei i1n which the Praoject has set a recard in the expansion
prucess, drawi-3 an the experience gained during Pnase [, The reason +¢or
thtg 1s that tre "Circaonscription Medicale" (CM) Medical Officer 15 in
charge of tne ¢:tivities, along with his counterpart of the Ministry of
Social Developrznt, nfter two vesrs i1mplementation, more personnel have
been trained by the Project than called for in 1nitial plans based on an
¢ssumption or 135 committecs and 510 cammunity health warkers.

It was pointed zcut to the Evaluation Team that while, for the Department of
Fatick, training was facilitoted 1y the tact that the CHWs already trained
by the former Dutch project required an'y a refresher course, and that the
traditional migwives qvailable were all on-site, Such was not the case in
the Department st Kaftfrine. where t.e selected villages are isalated, and
even 1naccessibla during the hivernaqe.

Regarding the training for CHWs to oe served by the as-yet unopened HPs of
in Kibo, Salv, Zarou Miname, HMedinatou Salam II, Diokou Mbelbouck, Maka Yop,
Katiotte and Diinke Souf, 1t was given at the operational posts in Koun~
gheul, Kattrine Nganda (3 times), Dismikha, and Malem Hoddar. Hence, in
trying to ma<e .. #or delays in opening HFs, an additional workload was
assigned to the teads of operational posts i1n the expansion-zone. This is
linked to the a:sence af any action plan, coupled with a delay 1n the furni-
ture procurencen- which was scheduled to have taken place during the rirst

three quarte~s :¢ Praject implementation, namely between wpril and December
1984,

[t has been notz: that the community health workers of the kah:i hut, con-
sidered as a nez..in post, were trained by the staff of the kaftfrine LM, and
that supervis:on ot the village nuts was ensured by a nurse from the har-
frine health ce-:er. Such a peculiarity can be explained by the fact tnat

geaqraphicallv, ine rural community of kaha overlaps with the khaffrine
communal perimerer,

In the expansigor-zane, the 3,792 members of the 310 health committees were
trained 1n small groups in three-dav sessions. In the Fatick CM, 17 comait-
tees were traine: 1n addition to that of the nealth center depot. [n kar-
trine, |2 commizz2es, tncluding that of the medical district were trained.
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In roungneui. 4 caamittees tncluding that af the medical district also
beneritted tram “-¢ training. adeventeen depot manaqers ror ratick, 17 ror
rarsrtne and 4 +:- houngheul were also trained on these occasitons,’

o

Retresher 7T-31ninq +"kecyclaqe"y

In the survey., .:. af the Community Health Warkers (CHWs) declared they had
never had retres-z=r “raining, 287 satd that they had such training once, ang
334 reported itt:-d17g three refresher training sessions. The time these
CHWs have nee~ c- ktne joo ranges from J to 17 months.?

Froject recorzs :-d1zate 565 rertresher sessions for community health workers
during Phase i{.: .> ware tor the Fatick Department, || for the Uepartment of
haffrine, the z2a.:nce tor the tour Departments in the Project since Phase I.

The speciiic case 2t the refresher training 1n Kaftrine 1s worthy of note,
Given the delav 1* the training of the CHWs there, a one-week-intensive
refresher course ~3s held by the operaticnal HPs.

3. Supervision

Uf the CHWs survey2d, }9% declared they had never been supervised, 21/ said
they had been supervised twice, and 104 reparted ane supervisary visit.”
However, according to the survey of supervisory personnel, all CHWs had been
supervised at leas: once.!® Project atficials described this supervision as
taking the form ot 2 'control-assistance,” and even at times that of a short
retresher sessian, .n addition to i1nvolving the collection of the various
data recorded--rev:iaw 0+ which has vet to be effectively carried out.

Supervision is car-:ed out by the heads of the operational HPs and CH medi-
cal otricers anc t-2 vUepartment-level social development agents,??

7 ihere 1s a37:ty:til ¢2taii on nuabers of training sessions and people trained i1n Chapter [I1 TRAINNG.
& Fraject planning s2i.: ‘or cetresher training J tises per vear. Further analysis of the sirvey data would
1ndicate how manv :10:; the UHWs sampled should have been to retresher traiming, which coula then ve

caspared with the tuaz:is af tiees they report have had such trataing,

? That accounts tor 2ni- (9 ¢ the al surveyed.

19 gne could tabulate zhe [ZW responses on supervision by village and group thes accoraing to the health post
on which they deseag :: see whether the ‘no visits® replies dre concentrated or qeneralized.

Y1 it is our understi~dic: that this role of the Social Uevelopaent agents 1s only during tne imtial period
ot establisheent - to: «tiiage conmittee and the health hut.

(3%
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4. (ither Faraiinet~felated Frohiems

rrom the expans:sn zone, the divtrict medical orficer of katfrine 13 now

studying for an 45c 1n epidemioloqy and the Uirector or tne lraining Center
tor a Master Ue;ree 1n Educatian i1n the US.

fhe long-tera c.erseas training effort 13 way behind schedule. [t was
planned that s health workers would be trained in the rive vears or the

second phase., ¢.: aver two yeers i1nto Phase [l, only tour have started their
training,

The commitme-t :+ the Government of Senegal to place at the disposal of the
Project a statissician and a nutritiaonist has not yet been fulfilled.

While a commenc:zle effort has been made 1n the field of training generally,
training remains at this time a preragative of tne persannel of the Mini-
stries ot Futli1: Health and Soctal Development, To be nost effective, 1t
should be extanzed to the development agents such as the Regional, Depart-
mental assistan:s and the officials of the rural expansion centers, who have
traditionally ir:eracted with the population at the grassroots level,

The survey revealed refresher training as the weak link of the training
component, This training could usefully be extended to health committees,
and not restrictad to the community health workers, as is the current prac-
tice.

U. PHARMACEUTICALS AND EQUIPHENT

The Project set up a drug distribution channel with a Regional depot within
the future Recic-al pharmacy. This depot supplies the health centers, which
1n turn are expezted to supply the community depot at HP level. In the
expansion 2on2, ! communtity depots of the 44 planned are operational, and
the other 13 2r2 reportedly to be set up 1n near future. The community
depot provides :z-:gs to the village health huts.

Depot managers ~zre rrained, and a standard list of drugs and equipment
grawn up, Ar 17.%1al drug allotment was made by USAID. For the resupply of
the huts, the mz-agement committee is expected to resupply the huts with the
proceeds of c-u: sales to the v:llagers.

The system dces -ave some operating problems. According to the information
gathered, signi+.zant quantities of drugs earmarked tor the health huts are
“borrowed” by t-s HFs and centers, and no "reimbursement” on a regular basis
1s ensured, it <as observed that the chier medical officer somatimes takes
the place of =ne depot manager of the health committee, Siatlarly, poorly
kept manageme-~t -ecords are an indication that depot operation 1s not satis-
ractory.



nt the healtn hut level., the CHWa encounter many divriculties with the
recard-veeptng they are supposed to doi many or most Jimit themaelves to
filing their purcnase orders, Reiresher training tocusing on aruq manaqge-
mant 19 needad, *?

fn responding to the survey, the LHWs and traditional midwives 1n two~thiras
ot the villaqes responding 1n the expansion zane reported stock-outs 1n the
past six months,

Conclusions and recommendations resulting rrom %“n1s review 0t the Project's

expansion i1nto two new Depdrtments have been i1ncorporated 1n the Summary and
kecommendations chapter.

2 fraining say be neeged, but lisiting the recorgs tney are asked to keep and siaplifying the rorms or
reqisters used should also pe considered.

4
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[[. NEW TECHNICAL COMPONENTS

INTRODUCTION

The goal ot the Rural Health Project in Seneqgal has always heen to introduce
simple preventive health measures. In this last phase of the Project,
policy 13 to 1ntroduce selected preventive and health promotion activities
1n ei1qght test health posts (HPs):

Gandiaye and Thiare - {bepartment. of kaolack)
Ndrame Escale and Missira {Department ot Niora)
Ngathie and Mbar (Department of Gossas)
Passy and Toubacouta (Department of Foundiougne)

The activities selected focus on malaria prevention, diarrheal disease
control, the expanded program ot immunization and growth monitoring 1n
conjunction with nutritional counseling. The reasons for selection of these
technical focal points include the rollowing:

+ Malaria remains a serious public health problem. It is endemic in
Senegal and is a key factor in the high rate of morbidity and
mortality amonqg the under-fives and for a number of miscarriages
among pregnant women. A 1982 family health survey in the Project
area put the mortality rate caused by malaria among the under-
fives was at 3.47%.

+ Diarrheal diseases, alone or associated with malnutrition, account
for a significant priportion of deaths among young children. When
diarrhea leads to acute dehydration, the metabolism becomes con-
siderably weakened and the outcome is often fatal. Diarrheal
diseases are the major causes of morbidity and mortality amaong the
v toe 9 year-age group (79,6% 1n Senegal and 6,7% i1n Kaolack and
Fatick).?

+ The inf:L.r0us diseases targeted by the Extended Program of [nm-
munization (EPI)--measles, tuberculosis, poliomyeiitis, whooping-
cough, yellow fever, tetanus, and diphteria--are still threatening
the lives of children under five and are responsitle for a number
of 1rreversible debilitating arter-effects (especirally in the
case 2% poliomyelitis),

The selected technical components were ta be integrated within the health
program already set up during phase l. Within the area covered by 8 dif-
terent HPs (the "test" posts), the technical components were to be intro-
duced at |6 test health huts chosen an the basis of their viability and the

ALL FOOTNOTES HAVE SZEN ADOED OURING EDITING, WITHOUT EVALUATION TEAM REVIEN UNLESS OTHERWISE NOTED.

' It seeas unlikely that these two percentages could be so different but we have no way of checking thes.
An unattached footnote in the criginal docusent cites the Phase [I &rant Agreesent as a source, perhaps
UNLESS GTHEAWISE NOTED, tigures.

[£9]
w



duced at lo test health huts chosen on the basis of their viability and the
cammitment ot the populations served by the huts, These test huts are
referred to collectively by the evaluation team as the “test :ane.”

A, MALARTA PREVENTION

Goal: fo “chlorogquinize” 50% of the target groups 1n the test :zone.
1. Strateqgy

Two strategies have been tested. The first 15 chemoprophylaxis; during the
most contdagious period for malaria, the “hivernage" (rainy seasoni/, under-

fives are qiven a weeklv dose ot 10mgs/kq of chloroquine per week and preg-
nant and lactating women receive a weekly dose of & tablets.

Target qroup Qose Number ot tablets
Children .
v - 11 months 30 mg tablet
1 - 3 years, L00 mgq I tablet
3 - 3 vears - 200 mg 2 tablecs

- - — - - - -

Pregnant and
Jactating women ol _ma b tablets

The second strateqy, presumptive chemotherapy, used two different protocols.
The first called for administration of chloroquine to all patients showing
some signs of fever; dosage was 10 mg/kg for 2 days and 3 mg/kg on the third
day. The protocol has now been dropped from the proqram. The second proto-
col, advocated by the WHO, calls for single-dose therapy, giving 10 mg/kqg of
chloroquine to all patients having a fever., With this protocol, no cases of
malaria should be missed among febrile patients.

2. Activities

Several activities were canducted 1n order to i1mplement the malaria preven-
tion program. Betorehand, an exhaustive census was undertaken of under-
tives and women of child-bearing age (13 to 49 vyears) in zach test village.
The census found 3654 under-fives and 4328 women of child-bearing age in the
test zone,

In order to test the reliability of the strategy, HP heads were 1n-
structed to take blaood samples and thick smears trom any febrile case for
patholagical diagnosis to be confirmed by the Service de Lutte Anti Parasi-
taire{SLAP). These samples were collected between July and November, 1985.
Hawever, out of the 8 HPs initially involved, only 4 completed the task '’
assigned to them by the SLAP. These are the HPs at: Gandiaye, Missira, Hbar
and Ndrame Escale.



Finaings ot tne surveyv®

a. For the implementation of this program, training seminars were
held at various levels, At the Regional level, the participants
were the Medical Officers of Grandes Endeémies, supervisaors of the
technical components, Regqitonal FHC Supervisor, Froject coordinat-
or, the Training Center’'s trainers, and 4 members of the Regional
team (SMI; EPS; PPNS; PMI; PF officials,,

Si1u Departmental supervisors 8 heads of test posts, lo community
health workers (CHWs) and 84 village "animatrices" were trained.

b. The drug utilized 15 chloroquine at a dose of 50 mg.

c. The equipment avatlable included microscope slides for the post
heads and "boites a 1mages”" for the animatrices.

d. Concerning the blood sampling, B84% of the women interviewed repor-
ted having provided samples, only 9% said they understood the
reasons the sample was taken and just 3% were informed of the
results of their blood test. This may help explain the reluctance
of the populations to cooperate as indicated by the Thies office
of the SLAP in their 1983 report.

e. 0f the mothers surveyed, 86/ said that they provide chloroquine to
their children to protect them against malaria, and 89’ say they
take it as a malaria preventive themselves, especially during
pregna“.,.3

1. A significant percentage of mothers were not aware of the correct
dosage tor the ditterent target groups, as shown in the following
table. T

Percentage of Mothers

Target aware of ignarant of
Group the dose the dose
O - 1l months 487 521
I - 2 years 487 327
3 - 4 years 287 7en
Pregnant women 387 627

b

Unless otherwise stated, ‘survey® refers to the sasple surveys carried out as part of the aid-ters evaiva-
tion in April-May 1986. Copies of the questionnaires used can be found tn Annex [II.

Two questions on the survey relate to this satter. One asked if chloroquine was taken (a} by the sother,
ib) by the children. The other (3 questions later) asked if it was taken reqularly by ia) the sother,
ib) the children. In paragraph (q.} below, data fros the second question are reported. NOTE that the
survey of aothers covered a higher percentage of eothers in the base villages than in the satellite vil-
lages, probably biasing it somewhat in favor af the former, which have health huts and are thus a little
better equipped than the satellite villages which depend on thes.
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fhis =avy be due ta the fact that during training sessians, each
mothz- anly retained tnformation that matters to her 1n relation
to her own health test or to her chi:ld’'s age. This may also stem
from a caontusion of strateqies,

q. According to their replies to the survey, 664/ of mothers reqularly
.take ~ivaquine and B3 reqularly provide 1t to their children and
yat 78 survey reveals that 54/ of mothers and o7% of children had
maila-:a last "hivernage”., This could be due to 1nadequate know-
l2a¢g: ot the preventive dose; a problem of resistance to chlaoro-
quin? slowly building within the target population; ar to incor-
ract -~esponses to survey questions,?

h. Save-<y-nine percent aof the mothers declared they are not deterred
bs t-2 cost aof chlaroquine.

1. As s22n 1n the table below, each of four common control measures

agar-st mosquitoes was known to less than half of the 346 mothers
gurvssed.?

Percentage of Surveyed Mothers able
to identify alternative methods
to fight against mosguitoes
Mosquito NetsS..veeieriivararennseedsddi
Insecticigde.iiveenesnrsenannnnaarsdbid
Elimination of breeding grounds...48%
Weeding.ieeeerosssesennesacoanarsa43%

J. Fort,-two percent aof mothers reported going to the animatrice for
their chloroquine while Si% said they supply themselves from the
CHW 32 the health hut.*

B. DIARKRHEAL DISEASE CONTROL

bGoal: Ta tszach 350% o+ mothers how to prepare and administer ORT solution
b. t-2 end of 18 months.

4 QOne likely 2ar::al explanation of the anomaly: the survey personnel were told to ask 1f the aothers or
children had "t:auru® during the last ‘hivernage’. Ne understand that ‘siburu’ is a generic word seaning
loosely 'fever.® Thus, the reported cases of ‘malaria® are likely to be at least a little overstated.

3 The original t::t says the table shows that each sother knew at least one sethod. The survey could show
that, but the :iole does not and we have thus deleted the statesent.

This roughiy a:zroxiaates the division of interviewed others between those in villages with huts and those
in sateilite vi.lages {"villages polarises’). This suggests that the system is working as intended,
since the CHW ;= responsible for a health hut, while the anisatrice is a health proaotion agent tn 2
village sersec :¢ a health hut 1n another village,

28
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s1mpia cases with no apparent si1gns ot st adeqree dehydration,

“ve nome-prepared solution 13 used by CHW mothers and animatrices;
11 1% composed Of:

- 40 g ot sugar (B lumps)
- 3,5 g of salt 1 corfee spoanful)
- 1 litre of water,

~ises ot diarrhea with si1gns of 2nd-deqgree denydration are to be
~pated at the HFs, where they use the UNICEF sachets that comply
~.th 1nternational recommendations. The UNICEF sachets cantain:

of potassium chloride
of sodiunm

. of bicarbonate of soda
¢ 3 ot glucose dioxide.

th (o
O O 0

F:~ Jrd Jegree dehydration, parenteral rehydration 13 recommended.

4, Observ:izions

The ORT prcz-am is 4orking and i1n demand, but it does have a nuaber of ¢
problems wh::h need to be addressed:

{l) reluctzace ot health professionals to fully endorse ORT;

v2) lack o0- credibility of haome-made remedies;

{3) practic2 of prescribing antibiotics;

{4) desire ‘or symotomatic therapy;

{5) relucts-ce of mothers to provide ORT before the child 1s «clinically
dehydrated; and )

(6) payment ror a consultation far diarrhea with mothers then sent away
emptv -:inded with i1nstructions to make up their own ORT solution.

Some poss:b:.:ti1es ror resolving these problems are simple in theory, vet
disficult tz sut into practice. The availability of sachets of ORS at the
village leve. would "medicalize" the treatment, improving credibility and
justifying 2 zonasuitation fee. It might also, though not necessarily,
reduce pra2s:s.res for additional therapies such as antibiotics and stool-
farming azer::. However, the national policy, articulated :n February 1986,
limits sazne: distribution to the HP level despite a strong case for broader
distributior sresented by Regional personnel.

The naticnal zalicy is based primarily on economic considerations; insuffi-
cient suppli:zs of sachets, which have been provided by UNICEF, prchibit
broader di:st-.hution. While the natianal strategy wiil be subject to many
of the same ‘:eld problems as in the Project, the sttuation is worse in the
Project area. 35erv:izes have now been extended to the village level, unlike
in the otrer *egions, vet diarrhea patients recetve no treatment in spite of
their consulzition fee. The ORT program would benefit 1f sachets could be



avaltavle av rthe viilage level., fDomestic sachet production 13 a possibility
Corofeasibility study has recently explored this avenue,

sdditional ORT problems need to be addressed through educational strateqies,
bath in the media and 1n the fi1eld. The committees af motners, as well an
health committees, need to be targeted. Educational 1nterventions need to be
designed, field tested, and evaluated. How can we teach a mother to renhy-
drate her baby before the i1nfant 1s clinically dehydrated? How can we teach
mothers and health providers that antibiotics do more harm than good in the
treatment of viral diarrhea? Solutions to these problems will not cone

easily dand without experimentaction. These concrete research questtons need
to be addressed.

-

C. THE EXTENDED PROGRAM OF IMMUNIZATION

Goal: To achieve a minimum 30% vaccination coverage in the 8 areas of
the test zone within 18 months.

t. Strategy

The Project strateqy is for otficials to travel to the huts to carry out

vaccination sessions. Such a strategy requires significant human resources
and appropriate equipment.

2. Activities

The program has not yet started in the test zone. However, personnel
training has taken place, as reported in Chapter Ill: Training. A draft of
a Regional action plan was produced and is to be submitted for review.

For the moment, routine activities are simultaneously carried out under the
EPI and through the mass campaign. Under the EFI, imounization against the
seven target diseases is administered by the PMI mid-wives and the HP heads.
Under the mass campaign, it is the Service des Grandes Endémies which en-
sures immunization in the event of an epidemic.

The Service des Grandes Endémies is responsible for the supply of vaccines
and vaccination cards to the HPs through the health center.

Fresently, with the assistance of UNICEF, the Regiont of Kaalack and Fatick
enjcy cold storage facilities under the National Extended Program of Im-

munization. The equipmenrnt 1n the test posts i1ncludes:
4+ an electric (or kerosene)® refrigerator
+ a 22-litre 1cebox

8 There 15 a lapse 1n the oriqinal text, but 1t appears that ‘or kerosene’ was intended.



a thermoa flask for vaccine?

cold accumulators (to marntarn temperature 1n a thermal container)
a thermameter

sgme technical equipment (syrinqges, nerdles, etc.)

+ T+ <+ 2

3. Findinqs nof the Survey

Nineteen percent of mothers surveyed reported having been 1mmunized against
tetanus during last year;'73z said their children had been immupized,'® *?

In order to confirm these data, the survey made further i1nquiries which

disclosed that 577 of mothers surveyed had vaccination cards and 537 had
them for their children.*?

4, Observations

Major management issues confronting EPI include financing, logistics, and
surveillance, Immunization is expensive. Even if vaccines are donated by
UNICEF, distribution costs are often high enough to prohibit vaccine deli-
very to the rural target groups. Specific costs include refrigeration,
venicles, gasoline, and medical supplies. It appears that the program nust
have same auto-financing in arder ta be successful. Furthermare, indications
are that people are willing to pay for what is a proven effective service.
The exact amount, in terms of what the program needs to function and what
the population can afford, needs to be explored.

Vaccine distribution and delivery strategies need to be designed and tested.
The national policy 1s comaitted to delivering vaccines to the Departmental
level. This twc~fcld decentralization is a major step forward, and all
efforts must be made to ensure that the strateqgy does nct fail for lack of
supplies, transport, or an adequate cold chain,

Expanding the program to the post level is somewhat more difficult. Theoret-
ically, each post will receive a monthly supply of vaccines. This means that
the supplies must be either obtained ar delivered on a monthly basis, and
that the post must have a sophisticated enough refrigeration system to store
a month's supply. The local administration, in conjunction with UNICEF, has

* Transiation in doubt; original was ‘un postelor ‘porte®?)-vaccin sur thersos.®

19 Note that the Project has not yet bequn an isaumization effort!

11 [n the case of children said to be vaccinated, the questionnaire asked for which diseases iasunizations
had been given, the nuaber of shots qiven, and where 1t was done. This data has not been tabulated.

12 Ynclear as to whether this 1s a percent of those saying they had vaccinations, or of all those surveyed.
Note also that the questionnaire instructions called for the one notation if the card was seen by the

survey agent, anather ii 1t was said ta exist but nat seen; we assume that the percentages given relate to

the nusber saying they have cards.

(&2
N

3

\5’:‘ .



recently completed 4 needs asoesarert study et the paest level., Yaccine

delivery could well oe linked rto supervisory visita to the posts rram the
health center., Perhaps the major obstacle to thie solution 15 the neged tor
an effective cold-chain monittoring system at the post level. The WHO has
developed some excellent teaching resources, and a small number of chets de

postes have already been tratned. An evaluation of tne 1mpact ot this train-
ing should be ma.» 1n due time,

Vaccine delivery presents tar greater challenges. Obviously the post cannot
serve as a sinqle fixed vaccination site. Distances are too great and the
population too dispersed. But how can we provide vaccines at the villaqge
level? The solutions are not clear, and again various strategies must be
tested. Given the current low vaccine coverage rate, there 13 no doubt that
there 13 a need for mass village campaigns. Unfortunately, the necessary
manpower rfror such an undertaking 1s not avallable at the post level. The
question 1s whether personnel from the CDepartment or Regional levels can he
recruirted for the task. After the catch-up peri1ad, 1t 1s highly probable
that a the head ot a HP can manage the vaccination program, provided of
course he receives the necessary help trom other post personnel and the
village CHW/animatrices.

Here again various strategies must be developed and tested. What functions
can the CHW or the animatrice perform? Should days be set aside exclusively
tor vaccination, or should the HP head conduct a small session during each
of his supervisory visits? The latter situation would motivate both the chet
de poste and the villagers by underscoring the purpose of his visit., It
would also give the CHW and the chef de poste an opportunity to see the
villagers and to work within the clinical context during his visit., It
might, however, interfere with supervision bhecause of service pressures.
Hence, the need for trial and evaluation.

durveillance is the remaining major issue in tne expanded arogram of im-—
munization, Most of the target diseases are common. Given this situation,
1t 1s advisable to concentrate on improving coverage, and not to get bogged
down 1n data collection, The number of vaccines given should be recorded,
not only to help estimate coverage, but also to determine supply needs.
Children, as well as their mothers, should each have an i1ndividual health
card on which to record not only their vaccination status, but also the
target diseases 1f they happen to contact these. This procedure will ex-
pedite the delivery of vaccines, and i+ needed can provide important epidem-
1toiogical data., CHWs in the villages might also be asked to record the
number ot cases of certain diseases, ftor example measles. However, at this
point in the proqram, the averriding aobjective should be service delivery
supplying the va~-'nes and seeing that those who are in need get thenm.

[mmunization is the backbone of primary health care. VYaccines can greatly
reduce morbidity and mortality from the scourge of childhood diseases. The
program can also %e used to market broader educational objectives such as
hygiene and growth monitoring. The credibility and effectiveness ot any
rural health care project is directly dependent on the success or failure of
vaccine delivery, Hence every effort must be made to effectively implemnent
the EPI. However, it must be underscored that EPFI 1s easily the most expen-
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sive and loj19:ically difticult technical component. Ine challenges loonm
large.

L. GROWIH MONITORING_AND NUTRITIONAL COUNSELLING

1. Strateqy

At the Regiznd. level there 1s not yet a defined strategy under the Pro-

Ject. Howeve-, a national strateqgy was adopted 1n February 1986,
2. Activizie:

This program 1s the tourth and last intervention to be executed undar the
Phase 11 Praoje:-. Unfartunately, it has not yet been launched, although
training was pr:cvided for staff from various levels 1n 1984, as reported in
Chapter 111: Tr21n1nq. :

Meanwhile, tne zurrent Ministry nutritional program, the PPNS, provides
periodic nutriz:onal supplements, education, and weighing sessions for
130,000 childre~. The service is delivered at the HP level and covers ap-
proximately 107 of the country’'s under-five population. Target groups in-
clude twins, the extremely poor, and children found to be underweight in
maternal/child nealth clinics. Food and the necessary material to ensure
adequate distribution are provided by Catholic Relief Services which is
funded by USAID s PL 480 Title Program.

In Phase Il of the Project, the intention was to extend the nutrition pro-
gram to the vil.age level and to broaden the target population to include
the entire unde--five population, The goal was to focus on primary preven-
tion at the comsunity level., To date the only signs of progress are a ship-
ment of scales ~2ceived at the Project office and reports of same personnel
training.

In the meantime. the Ministry 1s developing a new policy 1n the hapes of
introducing a n:itionwide village-level program. They ai1m to snift service
delivery from t-2 HP down to the village level, Recently, material has been
developed, 1rzl.:ing scales, height-for-age measures, and 1ndividual cards,
which hopefuliy ~1l]l allow the program to be conducted by local non-Hinistry
personnel wnc n:z21 not be literate.

The Ministry na: astablished the general policies and now 1ntends to decen-
tralize program idministration to the Departmental levei. Special efforts
are being made :: i1nvolve the Ministries ot Social Development and of Agri-
culture, and var:ous local political structures,. The uitimate goal is to
provide service -3r S50% of the country’'s under-five population.

Obviously, event: on the national level are a source of encpburagement for

the Project. P2 Project area already has a well-developed infrastructure
down to the v:li:3e level. The two Regions are the ideal place to ptlot the
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new nationa. r-agram, whicn coreeaponids closely to tne Projec 3 orwginal
intentions,

The list or pessible interventians tor a nut~1tion program ancludes

V0 nutritional supplesents

) breastferding promotion
appreiriate weaning foods

4)  drv season garden:ng

2/ growth monitaring

:)  putrition educatian

+ child spacing

i) nutrition rehabilitation umits,

There 15 nc sh:-tage 0% literature available, and experiences worldwide are
well docume~te:z. A number of points are clear., First, nutrition 1s a con-~
posite index ¢+ health status. The nutritional state aftects all the other
parameters cf :-i1mary health care. Nutrition, for example, determines the
etfectiveness :° the three previously discussed technical components. Mor-
bidity from ma.aria and diarrhea, a4s well as the i1mmune response to vaccina-
tion, are direc:ly related to nutritional status.

The second majc~ point is that nutrition programs, in order to succeed, aust
be demedicalizes and multi~-sectorial. A program relying exclusively on
health persanne. is doomed to fail, Other Ministries, such as Agriculture
and Social Deve.opment, must be 1nvolved, a3 well as local structures such
as rural counciis and mothers’' groups at the village level. In sum, mar-
keting a successful nutrition program is a complex exercise in community
development,

fhe two Kegions have developed an 1mpressive primary health care 1nfrastruc-
ture, which now extends Regionwide to all six Departments., Village struc-
tures, health z-d mothers’ committees, are already active. The Ministry of
Social Developrant has been an active participant in the community develop-
ment work that ~as necessary to build the svstem. Furthermare, personnel are
already work:n¢ at the village level. There is no doubt that, on the basis
of existing :n+-astructure, this 1s a prime area 1n which t- introduce a
nutritional zrz:z-am,

Nonetheless., a -ote ot caution is necessary. Nutrition proqQrams are bold and
camplex, Uni:kz zhe other technical components, it t1s not just a matter of
delivering a tz-J1ble service to the village level. The service is relative-
ly intangibi=2 :-4 the organtzation complicated. It would be foolhardy for
the Project o 27bark on a regionwide program before the successtul ingre-
dients have oee- identifried. This will require experimentation and evalua-
tion.

Conclusions anc -ecommendations resulting trom this review of the Project's
waork on the -~ew -echnical components have been incorporated i1n the Summary
and Recommenzat.2ns chapter.
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[tI. THRAINING

(NTRODUCTION,

The FProject Pacer for Phase [l noted that " The backbaone af Phase [l will be
an ambitious, -ulti-dimensional training companent. ... Training will reach
thousands 0+ pz3ple from the village to the national level.,"

The objecti.es =f the trainitng ertort were to:

a. [mprove t=2 training and supervision skills of Project personnel
1n the f123.ds of caommunity organization, preventive health care
pedagojy, “anagement 1nformaticn systems, vehicle maintenancea and
health ed.zation.

b, Introduze., test and support the new technical components relating
to prevant:ve medicine in all the si1x Departments to be covered
by the Frc.ect.

c. Consolidat2 local community structures rasponsible for managing
and suoporting the primary health care delivery system and,

d. Improve the capacity of the Senegalese institutions which train
health personnel and specialized personnel in primary health care.

The Project aims at achieving 1ts training objectives by developing parallel
and complementary training approaches: local seminars and overseas training
or study. '

These types =f =raining are me2ant for the supervisory personr i ime=u of
wham are alsas hz2alth care providers).t They, in turn, ccnvey the Lxpaerience
they have ga:ne:z to community health workers (CHWs): the ([HWs, traditional
mid-wives anz: mzabers of village committees, This chapter attempts to shed
some light or t-2 trainming and 1ts results. We shall base our investigation
on infgrmatizn “-om the #t3llowing saurces:

u dozz2rz~ts available at the Project management unit
* dizzussicn with offtcrals, and
+ su~/e.35 arong 1nvalved v:llagers,

ALL FGOTNOTES H=/E :2IN ACTED DURING EDITING, WITHOUT EVALUATION TEAM REVIEW UNLESS OTHERMISE NOTED.
' The word ‘suc2rvizar® or a fors thereof has been used to translate 'encadreaent® in this chapter, although
the Jatter 1-zlu::zs sanagesent roles other than these usually thought of in the context of supervision.
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e THAINING GENTER

\"

l. [nfrastructure, Fersonnel and baurpment.

The Center 13 an old, state-owned, one-atory buildiag,which has neen entire-
ly renovated by the Project. Located inside the Seryvice d Hygiéne, 1t
includes:

4 classroom tor S5 trainees
t+ a slide snowroom

a secretarial orfice
d classroam for 3o tratnees

+
+
t two medium-sized classrooms tor group work
t a library.

fhis complex, tormally established tn 1985, hias been expanded to include
new, self-contained dormitories for the trainees. The dormitories have been
completed and equipped but not vet farmally "received" by the Ministry.

The Center 1tself was endowed with the necessary equipment and an adequate
staff. As of April 1986, only the manager had not vyet taken office. The
staft consisted of:

Administrative Director 1a doctor by training)
Director of Studies (a mid-~level health technician)
Trainers (CESSI Graduates)

Librarian

Secretary

Custodians

+ + + + + +
N == — N) +— »—

This number has been reduced since April 19846, when both the Administrative
Director and the Director of Studies were sent to the US for training. The
tormer 15 obtaining a Ph.D., in Epidemiology and the latter an M.A., 1n Educa-
tional Science. The Acting Directors filling in for them have aother respon-
sibilities, For example, the Acting Administrative Director is also Fatick
Regional Medical Qfticer, Chiet Medical Officer of the Department of Kaolack
and responsible for Grandes Endémies; the Acting Director of Studies i1s one
of ine Center’'s two trainers. This situation does not allow optimal func-
tiening of the Center and cannot last until the return of the incunbents,
due in 2 and 4 years’ time, without jeopardizing the life of the Project at
the health hut level.

2. Curriculum

The Curriculum 1s not exclusively r2lated to medicine. There is an obvious
concern tor bringing to health workers knowledge 1n new areas which they may
need to perturm correctly their duties, According to the baseline document
of the Project., the majbr training areas are:

+ Bilostatistics



v Lomauntty Development

t pruaq histribhution Gysten

Eprdemiotony

Health Education

Primary Health Care fel:vecy tanagement System
Utilizatian and Maintenaance ot Micracomputers
fechnical Companents

Operational Kesearch Techniques

Pedaqony

fratning ot Trainers, c- Fersonnel Orientation.

+ *r * T T * T

+

In view at such a diversity of tratning themes, the signiticant number or
people to be reached and the potent:al requests trom otner services, train-
1ng sessions must be carefully planred to ensure a rational use ot the
premises, as the [v35 experience deranstrated.

B. STAFZ TRAINING

1. Tratning ot T :ners, General

The Center recorded a utilization rate of 3U%Z higher in 1983 and early 1986.
However, this rate becomes null as of May, 1986, reflecting i1nadequate
preparation for the departure and replacerent of the Director aof Studies,
who left in May for two years of training abroad.? Training activity is
outlined 1n the tables tn Figures | and 2,

'

2. Training of Trainers, Technical

There were five training sessions focusing on the technical components,
They were limited to the Departments of Mioro, kaolack, Gossas and Foun-
diougne {the test zane: and are listed in Figure 3.

3. Resresher Training, Supervisory 3Staff

Statt retresher tratning 1s reported in Figure 4; 1t exceeded the number of
sessians planned.

4, Non-FProject Training Activities

The Center was asked by the MSP to host a seminar on public health services
management in February-March, 1985, and a seminar on odontology in April
1584, Except for these two casas, the Center has not yet opened its doors
to meet non-Project Regional, or even national training needs. The main
reasons seem to be lack of statutes and formal administrative requlations.

2 The evaluation was done in May, so actual activity after that time was obviousiy not known. We assuae the
report of ‘wull® utilization means no training was planned aiter May, though Figure | suggests otherwise,

-
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FEOURE 1 ¢ THE FLOHKISE b TE 15906 TRAVINIERG SESSTONS

AR L R R A R AR R e L R AR e R e A e R R R A A L o VRV

ACTEVITIES

........................................................................................ B TR R R b T TR POy

. ORIENTATION [N ANIMATION FOR
NEWLT ASSIDNED PERGONNEL...... Ve e

~

tYALUATION OF TECHNICAL COMPONENT TRAINING.

3

KEFRESHER TRAINING: HEALTH POST GFFICIMLA,
DISTRICT SUPERVIaORS, PHASE |, UEPARTAENTS.

-

*JOURNEE D'ETUDE® OM THE EVALUATION
RESULT ON THE TECHNICAL COMPOMENIS.........

5. REFRESHER TRAINING FOR MANAGEMENT
COMMITTEES OF COMMUMITY DEPOTS...... ...\t

b, EVALUATION wiTH DISTRICT FERSONNEL,
FOLLOWED BY TRAINIRG IN ORT..........ovve,

7. BROUF DTNARICS...evvviiiiiiiiivininennens

8. TRAINING OF INVESTIBATORS

FOR PROCESS EVALUATION.....ovvvivviiainine
9. TRAINING OF SANITATION SUB-BRIGADE.........
PERSONNEL IN HEALTH EDUCATION..............

10. NUTRITION TRAINING OF SUPERVISGRS AND TEST
1OKE HEADS OF HEALTH POSTS........vvvvennns

Il. NUTRITION TRAINING OF CHwWs AND ANIMATRICES.

12. TECHNICAL COMPOMENT TRAINING OF HEALTH.....

POST HEADS AND MONITRICES....covvviiuvnnans ;

13. TRAINING OF ClWs, MOTRUNES AND ANTHATHICLS
ON MALARIA AND ORT TECHNICAL COMPONENTS....

14, TRAINING UF THE REGIOMAL TEAN

IN HICRO-COMPUTER FUNCTiONING....... sesoas ‘

15, REFRESHER TRAINING OF SUPERVISORS ON
HPNAGEMENT AND REPORT PROCESSING........ .

lo. EVALUATION AND FOLLOW-UP OF HEALTH PROJECT.

17, HEALTH ECUCATION.....ovvvvivvnuenss veeiees

116, TECHNICAL REFRESHER TRAINING OF

DISTRICT PERSONNEL......... Cererea e

15, QUARTERLYT REFRESHER TRA{NING OF ChWs OF
THE 314 167 DEPHRTHENTS. . vvr v v v

-
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FIGURE 2 ¢« TRAINING OF TRAINERS

AR N A A R R A R R L R R R R Y Y R L R R L R L T

TS IEN ‘ PARTICIPANTS i
' No, DATE SUBJECTS POSITION NUMBER |
P L APRIL 84 AN IRAT TN ~ HEWLTH POST HENDS EL I
' ~ Mii-WiVER g
; - DIaTHICT SUPERVISORS YA
' - "Da" SUFERVISORS I
VoL aPRiL Bd ORGANTZATION OF FOPULATIUNS - HEALTH POST HEADS Mmoo
‘ AND PEDAGOGTY - DISTRICT SUPERVISORS T
: - "D5* SUFERVISORS 3o
b3 10-22 OCTIBER 84 TRAINING [N PEDAGOGY - HEALTH POST HEADS 17
; (DEFARTMENT OF KAFFRINE) - HID-HIVES 3
: - OTHERS 4
o " JUNE o4 TRAINING [N CHEMOTHERAPY - HEALTH POST HEADS,
' ANG MALARTA CHEMGPROPHYLALIS DISTRICT SUPERVISORS and
i . MOKITRICES RURALES 26
v UBUST 84 © TRAINING N ORT AND NUTRITION - HEALTH POST HEADS 3
! . - DISTRICT SUPERVISORS 6 i
i - NONITRICES KURALES 8
' - REGIONAL SUPERVISORS 7
] 7-12 JANUARY 85 TRAINING N PEDAGOSY - HEALTH POST HEADS 16
J (DEPARTHENT OF FATICK) - HID-W{VES 2
' - DISTRICT SUPERVISOR Lo
] “-14 JANUARY 83 HEALTH EDUCATICON (NHO-SPONSORED) - MEDICAL OFFICER o
- 23 JAMUARY 95 ORIENTATION/ANTHATION OF NEW - HEALTH POST HEADS \
: PERSONNEL (KADLACK AND FATICK) and M1D-WIVES 39
booE .3 FEZRUARY - ORIENTATION OF PERSONNEL ~ HEALTH POST HEADS i
' 2 *ARCH 1953 NEWLY ASSIGNED AND ANIMATICN PEDAGOBY and MID-WIVES 6
N .3-20 MARCH 83 HEALTH SERVICES AANAGEMENT - DISTRICT SUPERVISORS 9
vt 11-23 MARCH 385 PLANNING ~ DISTRICT SUPERVISORS d
' - M1D-NIVES o
v 12 13-20 MARCH 835 SUPERVISION PLANNING - DISTRICT SUPERVISTRS 3

13 1% MARCH - GROUP OYNAMICS - REGIGHAL SUPERVISORS,

- APRIL 85 TRAINIMG CENTER PERSOMNEL,

COORD[NATORS, and PPNS
DOCTORS OTHER REGIONS. 8

HEDICAL OFF ICERS, REGIONAL '




Ca

(4 27-31 Wer 33 CHENOPROPHYLAXIS, - HEALTH POST HEADS,

' CHEMOTHERAPY, ORT AND NUTRITION OISTRICT SUPERVISORS '
' VFOR PERSCNNEL NEWLY ASSIGNED) and MONTTRICES RURNLES b
vooLs 22-25 L. 35 COMMUNITY DEFOT MANAGEMENT - DISTRICT SUPERVISORS :
i and HEALTH POST HENDS 39
vl JULr - SURUST A9 "PUBLIC SERVICES MANAGEMENT - DISTRICT HEDICAL OFFICERS ?
' < HEALTH CENTER DOCTORS o
R O B LN TR ) - EAPANGED PROGRAM OF IMMUNIZATIONS -~ DISTRICT SUPERVISORS i
' ~ HEALTH POST HEADS b
{18 SEPTImBE: 33 TRAINING OF CHW TRAINERS - ? ?
V19 14-19 QU GER 55 COMPUTER USE - DISTRICT MERICAL OFFICERS 7
i . : - REGIONAL SUPERVISORS i
W -~ same - EAPANGED PROGRAM OF [MMUNIZATIONS - DISTRICT SUPERYISORS 8
i . - HEALTH POST HEADS 8
21 13-29 lANUARY Bé ORIENTATION AND ANINATION - HEALTH POST HEADS 13 1
H (HEALTH PERSONNEL OF FATICK DEPT.) - MID-¥IVES 2
, < HEALTH RBENTS I
H - HEALTH TECHNICIANS '
: and SOCIAL ASSISTANTS I
R L IR A I A I R R R e e R R A L I B A R R |
VY. 3-15 FRE=MRY 86 ORIENTATION AND ANIMATION - HEALTH POST HEADS 15
' (¥AOLACK PERSONNEL) - HID-NIVES 6
' - HEALTH ABENTS 3o

V23 T-1E APFLL 86 AUDI0-VISUAL ? 15
i {NON-PROJECT, MINISTRT SEMINAR)

vozh =27 4PFIL B ODONTOLOGY ? ?
] {NON-PROJECT, HMINISTRY SEHINAR)

- E . e e e W e e e m e e ® e M moeememowm moe omeom e eoEmoEmom e e me m W m o= o m W w ™ om o= m = o= = -

' BRAND TOTAL oo oo v i v v e oo v, fe e e e e 391
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Fraure 3 ¢ TECHNICAL COMPONENT TRAIN(NG

D I O e e e R L N L R I Y I L R R AR RN E R R R A R AR R R ]

DATES

THENES PARTICIPANTS No.

June 1904

August o - 4, 1734

Auqust lo-18, (934

August 19~-24, 1983

August ‘14-19, 1985

Halari1a Control Hedlth Post (HP) Heads,
(M* Supervisors,
Honitrices rurales

)
ORT and Nutrition  Reg. Trainers i
i
ORT and Nutrttion  HP Heads d
CN Supervisars o
Regional Supervisars ]
‘Monitrices rurales’ g
29
Extended Program  CM Kedical Officers 7
of lasuntzation fegqional Supervisors b
' ' 13
Extended Progras  HP Heads 8
of [maunization CM Supervisors 8
14

LR L L A e L L A L L AL L L L L L L A L L L L A e A L L L L L L AL AL LA LA LA R L L A S L L)

*CM = *circonscription médicale®, a sedical district

Fiqure 4, Refresher Training, Staff

LR AL R L e L L L e e A e R L L A L A L A R L L AL LA L RS LA LA R S AR LA R AL R L

DATES THENES PARTICIPANTS No.
Sept 2-3, 1985 Reports managesent CM Supervisors M
and processing HP Supervisors 40
Oct 1G-11, 1985 Coaputer use CM Medical Officers 7
CH Supervisors ]
Feb 24-27, 1384 Conaunity Gepat HP Supervisars 48
Hanagesent? CM Supervisars b

Hay 27-31, 198

Halaria Centrol HP Supervisers )
Heasures CH Supervisors } 26
Monitrices rurales )

I LT T L A L e R e L L R e e R L L L L AL R AR AL LA R R AL AR AL AR AL L L AL &

This and the next training session are not in Figura 2 but perhaps should be.
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Co THUINING OF GUMMUNLT{=ULEVEL FERSONNEL

Communtity perasannel are CHWs, traditional midwives and animatrices, as well
as members of health committees and drug depat management committees, and
managers of these drug depots,

l. CHWs, Matrones and Animatrices, General

Expansion Zane

In all, 120 training sessians have been held ana 88! CHWs, matranes, and
animatrices have been trained in the expansion zone; the detatls are 1in
Figure S,

0f the 632 CHWs and "matrones® operating 1n waffrine and Fatick Depart-
ments, 6l were 1nterviewed 1n the survey;* B2. reported having been trained
at health posts (HPs) and 8% at health centers.? Faor 97% ot them, the
duration of the training was a minimum ot 4 weeks, and 3y’ reported that 1t
fasted |2 weeks. '

These latter cases are due to the fact that the tasks and functions which

the matrones are expected to perform requires a lot expertise from then. ¢
Consequently, their training lasts three months in contrast to one month

tor the CHW's. Moreaver, HPs whose maternities have too few clients send
their matrones to other HPs and centers for training.

Test Ione*

0 the CHWs and matrones 1n the wample, 337 were trained at HFs, while only
7% (1 person) reported being tratned at a health center. 7The questionnaire
does not give any reason for this, but one of thaese interviewed had but tive
months work experience, while the rest had at least 4 years experience,

7. CHWs, Matrones and rnimatrices, fechnical

0f the CHW s and "matrone" s interviewed 1n the test zone,
53% had received ORT training,
73% had received malaria control traintng,
50% had received growth monitoring and nutrition training,
o nad recerved EPi training.

Unless otherwise stated, *survey' reters to the saaple surveys carried out as part of the md-ters evalua-
tion 1n April-Nay 1986, Copies ot the questionnaires used can be found in Annex [II,

One would have to check the data to explain the aissing 10%; it eay be a typographical error that has sade
81 of what should hava been I8,

* The survey data tn this section are based on a survey ot 14 OF THE 110 CHWs and ABAs in the zone.
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Figure 6 5 TECHNICAL COHPONENT TRAINING SESSTONS BY HP {TEST {ONE)*

D o T

_ HEALTH 1964 FeRs5 17088
SUBJECTS POST DEPARTHENT ¢ TRAINED ¥ TRAINED ¥ TRAINED!
. ANTI-MALARTA MEASURES GANDEAYE FATICK SEPT/OCT 1 - - - - !
THIAKE ' JuLY 16 - - - -
PASSY FOUND I OUGNE ) 4 - - - - !
TOUBACONTA ‘ ' 15 - - - -
HISSIRAH N10RO ’ 5 - - - - '
HORANE ' ‘ 12 - - N -
NBAR £0S5AS ' 1 - . . -
NBATHIE ' . 22 - - - -
1 !
2. ORAL REHYDRATION THERAPY  GANDIAYE FATICK AUBUST i1 - - - -
THIARE ' * 16 - - - - i
PASSY FOUNDIOUBNE ) 4 - - - -
TOUBACOUTA ' . 15 - - - -
HISSIRAH N10RD ' 9 - - - -
ADRANE ' ' 12 - - - - '
HBAR 60SSAS ' ( - - - -
NGATHIE y ‘ 22 - - - - !
1o | L
L L L L L L L e A L L L L T L L L L L L L R T T L L L L R 2T LT

*[t was reported that twa sessions were run for each HP and each subject, saking 32 in all.

The data 1n Figqure 6 from Project records are somewhat inconsistent with
those from the survey, However, the both clearly indicate that training
sess10ons were held for the malaria control and ORT technical components.

The CHWs and matrones have been transmitting their skills to the communities
since July 1984, but this does not seem to have had an extensive i1mpact. 0f
the 340 motners i1nterviewed from the test zones:

21% were well-informed about the phvysialogy of malaria prophy-
laxis:
did not knaow any preventive dase for chlaroquine;

89% took prophylaxis against malaria with chloroquine, especially
during pregnancy; and

867% gave chloroquine to their children,?

[t should be noted that chloroqutnisation sessions are conducted under the
surveillance and monitoring the CHW's and animatrices, making it unnecessary
for recipients to renember the dose.® Such a procedure cannot and should
not last faorever.

7 Editing tise has been too lisited to permit checking of all data across chapters, e.g9. those of this page
with those an the sase subject 1n Chapter 1. Some footnates in the latter Chapter apply here, too.

® ¥We understand this to aean that the pills are taken in the presence of the CHW ar anisatrice.
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Far =9 cantral or dia~rhesl disewdses, 347%4 ot tne aotners toterviewed wore
awara 3 URT ang tnew how to prepare the solution and 357 »sa1d they used ORT
the List Lime toerr child had doarrhea,

The siymificance ot the role of the community personnel 15 nighlighted by
the mzthera  reports showing that 317 owe their knawledqge to CHW a, 27% to
the arimatrices, but only /% to HPs nurses.” Geventvy-s1x percent ot these
mo-ners say they learned through demanstration sessions by communtty person-
nel a~: HP onurqdes, and 3% by listening to the radio.

-

3. z@3.th Comamittees

Acczrc.ng to the Froject Coordinator, the health committees in the 8 test
zomnzs ~ave had no training since 1984 as most of their mesbers were chosen
and <ri.ned during Phase [, and the2 Project decided that new committee
memczer: were too few to warrant a resumption of training for aill,. In the
‘hea.th zammittee training sessions 1n the expansion zane listed i1n Fiqure 7,
3.7Z zzamittee members were trained,

4, Mana:-=2ment Commijttees

In all, 296 members aof management committees for the pharmaceutical depots
were zra:ned in the "circonscriptions médicales” (CMs) of Fatick (17 commit-
tees), rasfrine (12 committees) and Kounqgueul (4 committees), including the
commi ttes at the Health Center in each case. Each depot has a manager, all
33 of whza received training.

S. Ref-ezsrer Training

Refresner training (“recyclaqge") has i1nvolved only the health personnel at
the viilaze level: CHWs, animatrices, matrones, excluding the health commit-

tees. i~ all, there have been 565 refresher training sessions, by Depart-
ment:

raclack 132 Nigro du Rip 16438

10%s4as 1354 Foundiougne 104

‘atick ¥ Kaffrine 11

In the =231 :one, 32 reftresher sessions were reported for CHWs and animat-
rices c= <-e tight against malaria and on URT i1n June and August, 1955, one
year a+:2r their inittial traininag on these subjects,

?

455853 nz:i2 answers for thase wha wefe able to answer the techmical questions well {and separately tor
the ptzert o cee snether one source iCHW or aniaatrice) seems to be nore effective than the other.
Similar 12:.85 and possibilities ariee reqarding the data in the rest of the paragraph.
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t New Health Posts.

The HP heads

partsi.
spectal

case arose

in the 4 Departments

but two CMs

there,

In 1986,

in view of

grading session was organized by the heads af the operational HPs.

one

iwho did not produce any re-
A single 1986 session was also reported in the expansion :zone.
tn the Department of Kaffrine:
delay in the training of the CHWs in this area, an intensive one-week up-

the

in the Project since Phase | report that
they qave quarterly refresher sessions in 1984 and 1985.
session has been reported by all

A



i uvEROEeS TRAINTING
fo Shoet-ferm Tratning

In June and July 17084, four atfrcralys trom the central Ministry attended
nutrition, family planning and primary healtn cdare courses 1n the 1o,

In Auqust 1984, the CH Hedical Ofttrcers ot Nioro du kip and H0ssdas, along
with two oftfictalas from the tMintatry were tntroduced to the techniques ot
community development at the Untversity ot North varolina, Hohn,

During the same month the Fegianal! Chief Medical Ofticer participated 1n a
study tnur of primary heajth care 1n Hatti: he also attended an epirdemiology
course in Talloires, France, 1n September and October.

In January 1985, the Regional Chxef Medical Officer of Fatick, the Reqional
supgervisor of Kaolack and the kongheul CM Medical Officer went to an HSH
management training course i1n Morocco.

In Julv and August, 1983, tne Kegional Supervisor ot raolack attended a
training program on community development techniques at the University ot
Morth Carolina, together with a woman 1nstructor from the Training Center.

2. Medium and Long Term Training Proqrams

These programs were only initiated in April, 1986, when two senior officials
were sent to the US, both for two vears. The CM Medical Officer of Kaf-
tfrine 13 warking for a Master's Deqree (M.SC, 1n epidemiology. while the
former Oirector ot Studies at the Training Center 15 preparing a Haster s
Degree iM.A.) in Educational Science.

The long-term training programs 1s way behind schedule. By December 1988,
1y participants should have returned from overseas training, a schedule
unlikelvy to be met, since only two have started such training.

Conclusions and recommendations resulting from this review of the Project’s
training activities are found in the Summary and Recommendations chapter.




(V. SUPERTSTONY
[HERODULTTON

the 1maportance or superviston 15 parbticulacrly obvious sn the cane oy the
community health warkers «CHUs a0 such areas

A% sulection criteria, tealn-
ing and reapansihilty, upervinsiaon 1s the

most etrective way ot providing
intaormation, or:entatiton, 1nstructiron, consoltdabtion, and carroctive ag -
tran.? It s a tool to he used for guiding and enhancing andividual tnitia-
tives and tor making objective obhservatirong or the work ot the persons)

under the technical responstotlity ofr the supervisor,

51nce pramary health care 1s carriod out through a hierarcnical system, 1t
15 tmperative to set up 3 strong supervision system at all levels,

Having endorsed these concepts, the Medical Regions of kaolack and Fatick

set up a supervision system which was to be examined within the context of
this evaluation, The 1ssues explored were:

+ a4 supervision system with the means aftordable to the Sene-
galese Goverament,

+ an epidemiological control and surveillance system to monitor
the Project s activities,

+ devising methods for allowing the local communities to take
charge ot the Project’'s recurrent costs.

The evaluation of the Project’'s first phase identified six significant
problems, three of which are supervision-related:

ALL FOOTNOTES HAVE SEEN ADDED DURING EDITING, WITHOUT EVALUATION TE&XM REVIEW UNLESS OTHERWISE HOTED.

' To an outside observer, and increasingly to some insiders, there i1s a degree ot contusion reqarding ‘su-
pervision® and “supervisors.” The translation {in Dakar) of the French ‘encadresent® as ‘supervision® 1s
indicative of this; everyone would agree that “encadrement® is provided by Health Post Heads, District
Medical Officers, Departaental Medical Officers and the Project Director, as well as by people with the
title *Supervisor,® but agreesent would be less likely if one suggested all of tnose people are respon-
sible for *supervision.® It 15 quite posstble that this is because 1n the sinds of sany 1t is wore or
less equated with inspection (*supervision* was translated inspection® tn several places in the docuaent;
we have changed it back to *supervision,® but the probles resains). This is isplicitly acknonledged 1n
section 8.1 of the chapter by the resark on the lisiting effect of having a Departaent Supervisar report
to the person responsible for thase whose work the supervisor *supervises.®  The call for job descrip-
tions isee the Sumsary and Recossendations chapter:) ts a major step in the right direction.

"

One sight add *encouragesent.”
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vodine ot ement o lhe Frogoct o was npt o anteqgrated ynta the aviating
Meglonas  ounite hearth apnrrastructure, resulting 1noan tierrrcront
utyiroas on oo HEH persannel o resour ey,

t Incantt s sayments ny the Froject to the HPH bepartmental person-
nel mra-tlased anto a ranancial burden to be horne hy the State.

FAn 1 tarcoen systen or ovenicle matntenance and repairr was vital to tne
vilisle - ta300 supervisian activities,

Objyectives: & ~-2 second vear o+ Fpase LI, there was to be 1n piace an
efficient ctp :tecsive supervi1sory system reaching reom che health post
‘HP) to the ze---a. services of the Ministry o+ Public Health. [t was to
be capable z- -:zili1tating the transter ot the Project s management to the
Ministry, “h.s z-ansrer will require planning, coordination and reqular
monitoring >- <2 “echnical services ot the Mimistry of Public Health with

USAID suppor=.

A. THE SUPERVISORS

A National Coor:z:nator ot the USAlD-sponsored Frojects has been named, as

planned, to fac:.1tate the planning and evaluation of heallh projects. The
coordinator alsc serves as a link between the Ministry of Public Health and
USALD.

Plans called +or the appointment aof a Regional Public Health Care Super-
visor, who 1s 1r place and acts as a coordinator or the various PHC canm-
ponents.

a nutritiaon specialist to be assigned to the Project have
12ned, and are sti1ll needed.

A statistician :z-3
still not been ::3

Commitments rzve 2e2n met 1n terms of appointing two trainers for the Cen-
ter, heads fo- -~:4 HFs, health agents for the test posts, Fegional and
Departmental =uz.:c Health Supervisors and lOepartmental Social Development
Supervisors.

In addition %z %-2 apsence of a statistician and nutrition specialist (pever
named), the pos:::0ns af Director of Studies ot the Training Center and
Chief Medical Jr-:cer 1n the Kaffrine "circonscription medicale" (CH) are
temporartly vaca-:, and that of Froject coordinator 1s scheduled to be
vacated soon wmhe- tre present 1ncumbent departs tor long-term training
abroad. )

The separatiaon o- the two Regions and the present lack or physical facaili-
ties for the Fat::k Medical Region headquarters are the sources ot some
problenms,

Y
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et

bervad s

Nine HP 5 were surveyoid: doan the test rones, and b oo the expannion sones.
[he survey® found that not all heads ot HEs aroe ourses, and that tnerr
seniortty an the professiron ranges trom 27 years to o months in the test
ane, antd from A1 years Lo 3 days in the pypansion cone. Thetr time at the
HP varares samilarly, bhetween 24 vears and o months oo the test Cone, and
hetweern O vears and 5 davs an tne expansion cone,  When asked when thev wero
inrormed about the Froject, thete responases ranged teom 2780 to [dio, though
1t owas limited to Lyid and 1995 wn the expansion cone, whero all are new-
comers.
All the expansion zone workers were reportedly tovolved an setting up the
Froject. They took part tn the sensitrzation and public tnrormation can-
paitqn, 1n the selection ot CHWs and 1n the opening orv the huts. They have
also trained the village workers, as detatled 1n Figqures | and 2,
Fiqure | NUMBER OF ChWs TRAINED PER POST ("p" )
: ' Test lone Expansion [ane :
v PARTICIPANTS VPL P2 PSS PY L PSS P PT O PB PT
R AL R L L LR R i L R e e o H
' | b NF H
i "Secouriste" IS I S (1 5 [ 6 13 23 1
i "Matrones" U S . 5 2 115 S 15 23 1
i Health Committee! 11 13 5 ") 15 13 0 23 ¢
i Depot Manager ool 1 1 DR { v 2
! Mgt. Committee | ] ] { u 11 | ) |
NOTz3: P4 = o months: PSS = disqualitred
Fiqure 2 REFRESHER SESSIONS FPER HP*
] : Test fane ! Expansian Ione |
' PARTICIPANTS Pl P2 P53 ®P4 | PS P66 PT7T P8 PI N
H : ' * NF '
y "Secouriste” AV 8 ! [ K 1 (I
v "Matrones” LY 8 ) Ll 2 l (S
v Health Cc mictee:! 20 l i IV v v ] U
v Depot Hanager AV 2 ! U U b U
i Mat. Committee } 20 1 | by v 0 o
Retresher Sessions: Management problems 4y tookkeeping (31
Health/medical care (4} Uther 10}

Pregnancy Monitoringt2)

3

evaluation 1n Rpril-May 1986,

L

*NF' nay aean “not functioning® and the ‘Secouristes® eay be CHNs.

31

Uniess otherwise ststed, “survey® refers to the sasple surveys carried out as part af the md-ters
Coptes of the questionrnaires used can he tound in Annex [II.

The text does not clarify.
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3 Departme - ana Kequon -level supprvisoars
e AL AR Kequon R ALY ‘ .

The role aor ~ » feqronal supervisar 15 Lo oversep the work ar their bepart -

mantal counte-parts: tne latter are expected to plan, coordinate activities,
and monittor -2 work of the HP heads and ensure their trarning and upgrading
under the care of the Departmentatl Medical Diricer,?

The sucerv 14:2"% experienca varites from one month to lo years tn the prores-
s1on, from te: davs to three years an th2ir posts, and from s1 to eiqght
years witn t-2 Froject,

Y

They all repz-+ <hat they cupurvise huts, the number per supervisor ranging
trom 52 huzs 23 Ld1,

[n the tes- :z:1e. they conduct pubvlic 1nformation activities and train
trainers :° -2 tecnnitcal components. In the expansion z2one, they ensure
reqular cczr:z.7az10n meetings, educational training and sensitization of
cummunities .-ler tne Praimary Health Care Program., Tnree of seven super-

visors sur.e.:31 report having participated 1n the opening of &, 4 and 16
health huts ra2apectively,.

Thede superv::drs oversee the pertormance of the HP heads and the training
they give the _HWs, They ensure an averwge of one refresher session per
year, on such -0pics as record keeping, sanitation, technical caomponents 4
ve.q. ORT, ma.ari1a preventtion), depot mardagement, role ot commit.ee members,

As to their rzie in the activity of the Project, four of the seven respond-

ing to the su-vey reportec¢ that they participate i1n decision-making through
coordination -2e%1ngs, while the other four said they just take orders.

4, The PR yec.z1ans

-

0f the 11 =zociar: 1n the Region, 7 were surveyed and 3 were absent.® Thev
have spent f-:n 2ne and eight years 1n medicine and from one ta S1x years 1n
their pres2=nt 20sts. Their knowledge of the Project ranges from two to rive
years.

They learn2d :¢ <he Froject from 1i1n order ot 1mportance) coordinatiaon
meetings: z2a..s/ ‘i1eld practice; a counterpart who worked i1n the Region;
transter -+ Z:iwer: rural training.

Five of tne s2sen doctors report that they arrived after the Froject was
launched; -2 ozher were invalved 1n the whole process, from i1nforming the
local author::1es to opening the huts. The number of huts opened by 1n-
dividual docs:rs varies between 9 and 36,

3 The original :2xt from which the following paragraphs were taken 15 unclear as to whether 1t concerns the
Departuental :- tue feqional supervisors, or hoth.

& There is no ¢::lanation of the whereabouts of the llth.

ro
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The seven doctors r

pport ussng UHnh resources, bal they supplement theape

with State and ot or means,  Usnih materyals were round to be an good condi -

LLon pxvecl oror e

Gasoline 1% requijar
S0Urcens, USALD .5
tield trip asched.. o

motorboats,

v supplied by USALD, and alaa by the State and other
supplyiong bhetween 140 and 250 laterssmonth, depending on

% [n tuetr view, post-Project cousts will be tinanced by

the State, rurzl Zamaunities, health committees and cooperatives,

T Socral _Ue.

4

Cament Wocker:s

They were not :-:z.:-ed by the survey, but trom interviews and the review of

Project tiles, .-

.5 evident that they plaved an active role during the

Expansion phas2., -2sulting 1n qgood oryganization of the cammunit:es and a

goad mastery o- -3

Froject 5 elements. [n the test zone, there 15 current-

ly no supervis:sr -y 3ocial Develapment workers,?

o. The CLenter s “rainers

The trainers at ¢
supervision proces

=
<

Center were newcomers. While thevy recognize that the
1's a way to identify needs for refresher training, and

to verity the appr:ariateness ot the training content to the work of the
field personnel, t-oy do not participate in supervision.

7 The Project s

Jfrice

A1l reports conver:
diftficult, 1f net =

2 at the Project Untt, Thevy ar2 numerous, and it 1s

1oply 1mpossible to go through them all. However, some

important elements 2f the activity reports are the subject of discussion

during coordinat:c-

Rll of tne supervi:
ment agents have a
one of the healt-~ -
rone, the satell:tsz
pected to make mzn:

neetings.

B. THE SUPERVISION PROCESS

:rs, seniar technicians, nurses heading HPs, and develop-
=anthly progran. tach post head 13 expected to visit
:t5 tn his/her jurisdiction each month and, in the test
viilages. Each Departmental Health Supervisor is ex-
1y visits to all of the HPs in the ULepartment and one

hut dependent ar 2::n. The Regional Supervisors attend all coordination

meetings and vis:t

‘acilities for which problems have been reported. AU the

national level, 2vz-sight depends on timely collection of statistical data.

7 nt the tine of the ev:

.iatron, sose relt that this was due to the transfer to the extension zone of

‘vehicles they hag zes- :sing.  However, in the dabriefing in Decesber, the Froject Director explained

that Social Develcsme-

. Stai¢ were supposed to play an active role only tn the early phase of entering a

new area, and that th:. were never expected to continue supervising project activities once they are

launched 1n an area.

as having a negatire :

n view of this clarification, the original references to the transter of vehicles
173ct on the Froject activities have been deieted rrom the text,

33



nesessing the raquiariby ot supervisory activities on Fhe hasis oy tne tiles

waq not an eas. task, Fhere are activities scheduled tor which there are no
reports, and v:iie varsa. Far peample, an theee tiles that should epach hold
12 raports tone year), there wers three, four and pight respectyively,

The Regional sccervisor coordinates the progran®™ supervisors  activities

taynthesizes as<tvities) and alao interacts directly with the HF hepads and
the CHWs,

The Departmant-.evel Supervisor gathers reports on the huts tror -he nheads
of posts anc t-insmits them to the Project Unit without dralyzing them; they
are not usec !> assess current activities or to plan for the future, He
produces a seriannel report on his viasits an the basis of his observations
of the day. 7T-2 nature o+ the Froject s filing system prevents verification
that follow-u4p .s given rindings far which 1t action ts indicated.

In the case =f “atick, it seems - lessons were drawn from past experiences
and that the o:2rating system observes the chain of commend. However, tnere
1s here an adm."1strative loophole. The Reqgional and Departmental Chief
Medical Ofticers are the real supervisors. The Departmental and Regional
Supervisors ~or< under their direction and are, in effect, delegated tasks.”
Supervision reczcrts, even those submitted to the Medical Officers, are not X
fully exploitec at any level, from the health hut upward.

A vital role 17 supervision process 1s played by the system of coordination
meetings that his been developed:

+ for the “edical CMs - monthly, with the Medical Officer, HP heads and
a Regioral team member:

+ tor the “a2dical Reqgion - monthly, with the CM Hedical O¢%ficers, the
heads o+ nealth centers, the Regional team, and on specitic invita-
tion., a -~emoer 1n the national team;

+ tor tae “egional supervisors -~ weekly, with the Regional Chiet Med:i-
cal C<+.:zer and supervisors from various Utfices (SMI, EPS, Hygiene,
GE, Pnarnacy, Project QOffice etc.);

+ +for F=2g::nal supervisors and training statf, monthly.
Feedback frcn :~e supervision visits are made during these coordination

meetings where sari1ous problems are raised, and solutions are proposed and
accepted.

® This 1s the firez reterence to ‘program supervisors;* they say be those referred to elsewhere as
Deparcaent Superrisors,

Y Gee footnote N:.. at the beqinning of this chapter,
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Issups ratso: at GHoneetings may sugnoest some basic or rercasner Lraining
neeas, or rraining us requested when o oa need arises a0 o connection with a :'nm
ACtivity, Hiwnver, the way 1t owhich supervision reports are peepared does
not allow re.avant upgrading and tratoing sabyects to emerqge,

[+ the super-/.:s10n system were warking well, many of the operatinnal proo-
lems 1dentayfiad an the svaluation process should not weast, fhat they do
rxist 15 Zaus2 ror concern over the supervision system, Ihis 15 roantaorced
by ympressics an the test tone or some contusian as tg committew respon-
stbrtities a2 of a4 lack ot motivation on the part ot the (HWs,'®

Conclusiors
Tupervision
cthapter,

]

4 recommendations resulting from this review of the Project s
«stem have been i1ncorporated 1n the Summary and Recommendatians

' The rirst two :2ntences or this last paragraph were added 1n edrting, but are based on discussions with
evajuation teza jemoers during the review eeting to deveiop the Summary and Recomsendations chapter.
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V. I[NFORMATIUN SYSTEH!

INTRODUETLUN,
Good Manageme~: needs qood tnrarmation:

+ at t=e -~:ght rime «1.,c. 1n time to make corrections before
damise .3 aone

+ 1tn t-e@ “.gnt farm «1.e., so that the real problems are evinent
trom ths pregentation ot tne data:

+ 1n t-e ~:qght place (relevant data for decisian making at the
vari:us .evels 1n the hierarchy).

Good infaor~at::n snould be complete and up to date, and only the necessary
information sr-uld be collected., These considerations have been used as the
norms for evai.ating the existing Management Information System (M[5).=

The management information system agenda at the national level has long
includes such :ssues a3 what types of information to collect and how to qo
about it, what types of information to transmit from ane level tao another,
and which indicataors must be considered faor taking which decision, More-
over, experiments are under way with a view to improving the national sys-
tem, However, 3 rural health project is more restricted and otfers a privi-
leged ground +cr the search for solutions to MIS problens.

The Project established a record-keeping system during Phase [ to collect
data relating %2 consultations, drug sales and vital statistics, Phase 11
aims to: '

+ consoliidzte previous accomplishments by establishing an effi-
cient in<2rmation system, the introduction of computerization
and acpl:2d research; and to

+ develzco :- epidemiological surveillance system to monitor and
evaluz-e “roject activities.

ALL FOOTNOTES -4VE :ZEN AODED DURING EDITING, WITHOUT EVALUATION TEAM REVIEW UNLESS OTHERWISE NOTED.
1
the other trars<.ated fron the Freach., Each of the original reports contained sections explicitly re-
sponding o scee or all of the specific inforsation systes questions of the Evaluation Teras of Refer-
ence. The coriant of these secticns oi the two reports has been absorbed into the present chapter, as

well as 1710 “=ex I1 to this report, with the Evaluation Teaa addressed all of the Teras ot Referance
questions.

The expression 'sanagesent inforagtion systen® 1s used throughout this chapter to include "sanagesent®
inforaaticn le.;, on drug stock levels, statf levels, workloads) as well as epidesiological and other
purely *heaitr' information that 1s conventionally part of a "health intoraation systes.*

5a

The present cridter is the result of the serging of two reports on the subject, one written tn English,
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However, for the 1nittial two vears which are the subjyect of the present
evaluation, the tollowing specific gyoals were to be nmet:
t Analyze and transmit vital 1nformation to departmental
authorities 1n a timely tashion.

+ set up a standard reporting svystem for the sixteen test
villages,

To suppart this, the Mxnxsiry ot Public Health was to assign a stattstician
to the Medical Region of hkaolack, .

A, THE STRUCTURE

l. Backqround

The MIS 1s the business of all health workers of the two reqions, but those
agents most directly involved are the community health workers (CHWs),
health post (HP) heads and supervisors. The information system links the
hut to the Project office via the HP head and the Departmental supervasor. |
" The tools of the MIS were basically reqisters at the level of the huts,

stock cards at huts and depots, and registers and monthly reports produced
by HP heads.

At the level ot the huts, eftorts were made to facilitate collection by
providing rorms with graphic reminders of the information to be recorded.
Data were systematically collected by recording averything that happened in
the hut: consultations, - births, deaths according to presumed source (symp-
tomss, sanitation data (latrine, refuse disposal, well protection, use of
improved stoves), drug tonsumpticn. The CHWs applied themselves to sys-
tematically tilling out their various registers. Much information on the
demographic and health situation was generally available to them, par-
ticularly 1n the "selected huts" areas, following the {980 restructuring.
while the CHW reqistered considerable data, it fell to the HP head to record
selected data from CHW reqgisters for reporting purposes. The aggregating of
thi1s data each month was a tedious process which was part ot their aon-site
supervision. 3Some of them produced graphics and endeavored to up-date the
demngraphic data on a reqular basis All these actions were mechantical and
did not lead to any practical! application 1n the dectsion making process.

Note that for the epidemiological situation, the mechanism used 15 subject
to the BEAKSON paralogism. 1.e., to an area not representative of morbidity
1n the populations covered by the health hut, This bias ts almost a con-
stant in the statistics ot the health workers.

The conclusions of the 1982 evaluation tend of Fhase [i can be summed up as
follows:

+ The data pertaining to the hut attendance and village-based
civil status were collected and systematically recorded.
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t The data recording syvs-ea i5 not rully deveioped and 1t analy-
tic capacity 1% thcoro.jhly 1nadequate.

2, Phase 113
Qverview

{n past years various evaluizionse and speciral studies have been made on this
subject, especially as 1-2.: 1nto the FProject proposal tor Phase [l of the
Project. (For example, :zontyltant Patrick Kelly's report of December 1983
gives an excellen®* an.l~31r9 3¢ the problem, and comes with highly usetul
recommendations for ~ati:zna.:ization and "simplification of the Information
Svstem, See Annex [V a¢ Ltz present report.) The current system has
evolved from that establ:s%z3 1n Phase I: in fact, it differs very little
from what it was two yea~s :30, except for having expanded into the two
additional Departments. ~i1:;ure | presents an outline of the Froject s MIS.

Figure ! : S_*MARY OF PROJECT NANAGEMENT [NFORMATION SYSTEA

AR A A L L L L A L L e L A L L L L e e L L L L N I L T L L T L)

LEVEL RESPONSIE.Z . RECORD/REPORT

At the Health Hut: Anisatrice. . Regort an support to ORT

1, Report on support to Malaria (Palu)

CHY . Recap of Pharmaceutical Stock records
1, Monthly recap of Managesent Register {finances)
3. Recap of Consultation REgister (nuaber of patients)
Natrone l. List of births

), List of deaths
ALl reports at the health hut level ir2 processad monthly.
IEE TR IR S I NI Sl I R R, 22 IR RSS2 SIS IS SIS I I I NSRS NSRS SIS ARSI IR EIIRARI IR
At the HP:  The Head 1. Moscizgical report: {births, deaths, consultations)

' 2. Cactiaty report of his Post
3. Finsntial report irapport d'autogestion:
4. Zyn:-2sis of the reports of the Health Huls

« =eg:-t on Cossunity Fharaacy (stock movements)
supeevisory repert on the Health Huts
. ACk -eport
. cepcetoon EPI
. =@sz-% an PPNS (three sonthly!
ALl reports at the HP level, wit~ the axception of the P°NS report, are processed sonthly.
The Project coordinator receives =enz-:5 Naos, 3, &, and 7 troa the HPs,

~0 @ =~ O- L

SZ3=SS=3L 3Ss3za3ITTTITSTEIsITST 222 AR I RN  IT N NSRS C AR IR EN NI IR IR NT SIS 2SS SN2 ans
Qepartuental Health Center lusmari2s 4 recapitulation of the reports of the HPs)
(Supervisor's Report - weekly) ‘. Report on the epidemiological situation

:.  Heport cn births, deaths end consultations (nosologic)
Activities of the Medical Center

L e A A L A AR R A R A L A AR AL AR AL AL A AR AR AR A ]

1s a sajor \in practice, the or..) source of feedback to those who report up the line. Because the

Supervision System 1s dealt eit- :n 2 chaster on that subject, tt ts not discussed here, but it should

not be forqotten 1n this cc-ex:

Note that the supervision s.ctes :s a part of the information systes 1n that 1t genarates reports, and
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In briet, wne syaten records and generates an apundance of demoqgrapnic,
eprdemialaogrcai, tinancral vreceipts, expendirtures, balances), logistic
tpharmaceutacals), and activity {consultations) inrarmatyon.

Notwithstand:-9 all ofiorts 1o trarning and 1ntormation, the result and

quality of tr=s reporting 15 rather poor an the village level. Moreover, the

amount oY @f<:-t reaurred trom the LHWs to record antormation relating tou 4

host or va-1:2:.e3% 15 not retlected 1n the HP head s compulsory report, which -
gives onl. m:-:mal giobal data.® :

dn the HF .e.2{ “ne results are better on the whole, with some exceptions,
but the de®a-:3 tne M{3 makes at this level are substantial. To the narmal
demands or a *2alth intormation system are added those pertaining to the
technical zoar:anents 1n the test zone, and those re.ating to the health huts
tthe HP heads -ust themselves record data trom 1ndividual hut registers for

thetr own =or:ily reports), Their reporting requirements are as follows: .
+ Act:viis report manthly
+ EPL re:cort "
+ PPNS razort "
+ Mortid::y report " .
+ Malari2 and ORT report " (Test Posts) b "
+ Epidem:alogical report “ (Watch Posts)

Although this night be an acceptable workload if done regularly , it is a .
heavy charge +ar many HP heads, who have limited administrative skills, -
given that mos: of their training and experience are clinically based.

Consequently, <he health hut reporting which the Froject imposes comes as an =
additional bur:en.

B. THE PROCESS

1. Informatiz- Flows

Too many rezorss are sent upward, with too much detail. The reports trom
the HPs are szst verdpatim. They are not summarized., and this results 1n a
deluge of repc-ts and a heavy workload at the Project office. What 1s
more, not 211 :he information received at the Froject coordinator’'s office
is needed -or ‘anagement decisions. The number and detail of records and
reports shculc and could be reduced, given the data necessary for ap-
propriate aanasement and supervision. A simplified svstem focusing on
relevant data and using a reduced number of forms i1s described 1n Annex 1V;
it 15 taken fram a 1383 consulting repart and the Phase Il planning paper.

‘ Nor does the :ata reccrding and collection efsort seen to be used in the supervision process.
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At the Froject Untr, data relatiang to the financial sttuaation ot tnon nuts 1%
reviened and thrre .3 tollow=-up where ppropriate.  However, obther reports
transmitted 1n the ~arm of raw anrarmation are astapls o tiled. Thus, most or

the astatiastical dats: produced with consrderable evrort are put to little or
no use.

By contrast, the a<-i1vity reports ot the HP heads and supervisors dare re-

viewed by the FP-2j3e:% zoordinator in the light of tnetr plans or actian, It

1s an the basis -t iucn review, the evaluation team was told, that reedback

18 generated th-:u. - t=~2 supervisory system, Howeves, in evdluation team

interviews with ze::.,e at vartaus ievels, the answer to the question, "(lo

you qget any rfeezza: *" ~as invartably "No." Further guestioning revealed 4
that sometimes s.pe-/153rs would qive some verbal teedback, but this was

more often a corzl.r2n7 ar a criticism of the ability to f1ll out the torms
rather tnan an :-~a, 313 ot what the data meant. HWritten teedback was non-
~existent, The .ac. o* useful feedhack was recognized oy all the HP heads
and sugervisors, ~h: deplore the lack of use of the i1nformation gathered.
None of them has evzr received a report on the healtnh situation af theuir
regions. This :35 a.30 true at national level.

2. Infaoirrmatiaon Nee:s

A key 1ssue for any 4I5S 1s what 1nformation is needed by whom. In practice,
one must consider t-» types af decisions the system must support at each
organizational leve., the indicatars that will be most helpful in support of
those decisions, anz the nature and most accessible sources of the data
needed to generata :"e 1ndicators.

The evaluation t=2am ‘cund no study aof the types of decisions the MIS is

" expected to help an: had far too little time to prepare such a study.?
However, one of zne @2valuation team members did prepare the following out~
line relating respe-sibilities at two key organizational levels to broad
statements of the k:ads and present sources of data needed,

a. Heads ot Heal:1 Posts

+ Financia: dg:z=a ("cahiers de gestion”) from the health huts
to supervis2 the handling of the money at the village level.

+ Data on supriv and stocks of drugs, (“cahiers de stock,"”
etc.) to cec-2rol the use of the drugs and to ensure a requ- "
lar resuzpl ..

+ Data on nuaz2r of patients, deaths, births, etc. to control
the funczic-:ng ot the health hut,

Broadly speaking, it :s safe to say that the MIS will have to support the variety of decisions that are
needed to ensur2 thi: services are being pravided as planned, that prograss are progressing at an
acteptable rate :owi-? their abject:ves and are "on track.*
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b. At the Departmental Level:
¢ Tne same data as at the HPs, plus..

t Financial statements to control the handling ¢ motny vin-
iuing mobylettes)

t itci¢ gata to control the dispensing and resupply or drugs.

-
i

Ji:2miological data to amonittor the health situation,

ise

ta3t.sti1cal data, numbers of patients, etc. to monitor
-4rnzt10n1ng or health center.

The Phase [. Project Paper proposed a number of indicators to convey the
informat.an seeded tor monitaring ot the various praoqgrams. These were,

—
-

Far:antaqe of babies whose weight at birth 1s below the
narral weight.

Cri.d mortality rate. ‘

ferz2ntage of child mortality rate due to exogenous factors.
Prozartional mortality rate of under fives. 8
Frozzrtiaon of active health huts,

Mear number of consultations per health hut.

nverige proceeds per health hut.

. RAverage amount atr cash on hand per hut.

. Averige contribution per cansultation.

1, Pro:artion of febrile cases.

I1t. FProzortion of cases involving a serious cough.

12, Froz3rtion ot diarrheal cases.

RoRE AR NI M S B e A
- . . a

In real [1fe, the production of indicstors requires pracessing the raw data
recorded -a- beyond the aggregating now done. Such processing is not the
rule at any .evel ot the health system structure or i1n the Project. The

" training 31.2n the health personnel, particularly helow the level of the
kegional “Ye::cal! 0Officer, does not equip them to do :nei1r own statistical
analvsis 2¢ =he data they record themselves or coliect from lower levels of
the systen, Meanwhile, the Project Unit has a microcomputer which could
greatly <ac.ii1tate data processing, but there 15 no one to undertake that
task, T-2 :zatistician which the Ministry was to assign to Kaolack has not
been name3. [t 1s understood that a decision has been made to send to
faplack tne 4TS who i1s presently 1n Thies under the 1i1mplementation programs
of reqional 3fitices of statistics, but this decision has not yet been imple-
mented.®

i One aigh: 1lso point out that the value of an indicator is in depicting a current state relative to an
' expected. cceptable, or desired states 1f the present value ts outside the acceptable range, action is
needed. ihe appropriate first action is often obtaining sore inforsation to find out why it is outside
the rang:. Once that is known, one can identify and take steps to correct the situation. Project
desizn g-:ivides some objectives, and there say be other objectively verifiable characteristics of an
effestiv: ariaary "ealth care prograa that could usefully be 1dentified, Then acceptadle ranges would
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Finallv, one guestion tnat was rarsed but not answered av the evaluarion 13

whather the reliabhility and the level ot comprehensiveness aof the data
communicated limit therr usetulness or ubailizatron tor the monitoring of
programs.

Co INTEGHATTON

There are two Information Systems, one for the gavernment (M5F,, and one ftor
the Froject. The Project system leads directly to the Project Coordinator
who analyses (some of) the data and acts accordingly through the supervisors
at Departmental level. However, the Heqgional supervisor (at the Keqional
Office ot the M.S.F,: clatms that some data needed by the Ministry, on
malari1al chemotherapy faor example, stays at the Project office,

[n the long run, the Project’'s 1nformation system should not exist. It 1s
naeded now 1n some torm at least to permit monitoring where exclusively
Project tunds are concerned. However, the Project should be able to get the
service and health i1nformation 1t needs through the Mimistry's reqgional
system of information. While thi1s may pose some practical problems, 1t is
clear that, sooner or later, the Project information svstem must be com-
pletely .integrated i1nto the Ministry system in order to avoid both conflicts
and parallel systems.

To summarize, the present 1nformation svystem consists of a large number of
reports moving up the managerial hierarchy., This necessitates a heavy
workload for personne}l who are at the laower levels of the system and are not
really trained for administrative wark. Froject management receives a large
number of repoarkts which require a lat ot time to te analyzed. At var:ious
levels the complaint 15 often heard that data which is really needed 15 not
received. One also gets the i1mpression that 1t is not alwavs clear what
tntormation 15 really needed at the various levels or management and super-
vision 1n order for them to carry out their tasks. Finally, there 15 a
tendency to have two separate flows of data; the flow through the ad-
ministrative system to the Ministry, and the rlow to the Project Unit.

Conclusions and recommendations resulting trom this review ot the Froject’s
Management Information System have been 1ncorporated 1n the Summary and
necammendations chapter.

have to be derined for each, taking into account the resources available, an expected rate of progress
and similar factors, The Kelly report sentioned in the text and attached 1n Annex suggests soae sets
of indicators and ranges.



Ourlua phanse i “here o5 tg e a cernraccement ogr tne dyserthution and
pnrocurement system or easentiral medicines teom the vparonal depot down ta
the druq shelves of the moxt reantse healbth hut 1o the Fegron, and the system
1% to bhe expanded anto the two Departments ot the papansion Zone,

AL BTROGTHRE

The system 15 described 1n detarl 1n fAnnex YV and 1s outlined an Frgure |,
Orders move trom the bottom un, qoods from the top down,

Fiqure 1 ¢ ORUG GISTRIGUTION AND PROCUREMENT S/STEN

AARALAALR LA AL AR R LR LA LR AR AL LA A AL AL AL LA LA RA A R AR AL AL AR LAl AL R A A A A A R L AR AL AL AR LI A A L R AR AR L L LA R AR L L RY

LEVEL STRUCTURE RESPONSTHLE HEALTH AUTHORITIES [NVOLVED [N
AUMINISTRATIVE HEAL TH AGENT THE OROERING PROCESS
National , HPH CARDET Fharsacist -PNA Pharaacist

(Central Drug Depoty

- Regional Redical flegronal Depot Regional Pharmacy -kegion-level Pharsacist
Regian tbuilding reno- Depot Manager -Depot Manager 5
vated by AlD) -Project Coordinator
Departaent Center Departaental Depot Hedical Oféicer -CHe Chiet Medical Officer
{2-3 setal cabinets) Supervisor -Supervisors
~*APS’ .
Arrondissesent . Fast Coamunity Cepot Health Post Head -Health Post Head
{*chet lieu®) (2-3 setal cabinets) -Managesent Coaerttee:Fresident
fural Coasunity Treasurer, Depot Manager
“11lage Hut Metal Cabinet CHW¢ CHN inforas HP head directly

with signatures of the presi-
dent and treasurer of the
Managesent Coasittee

"ﬁ"\ﬁﬁ.ﬁ\V\NN‘:'Q\\VS"QQ\NQN~~\§~~~'pﬁi\'rﬁN~\‘\i‘\5‘NN\Q&‘\M\N‘V"N‘V\N"iw\\51'!\iﬁN\.N‘iﬁ’.iN‘\\\ﬁ\b\\\\h\i\&'y!\.Vﬁ\'v\\s

+ C% = ‘circonscription aedicale® or aedical district; CHW = cossuntty health worker

The depots established to date are 1ndicated 1n Figure 2. Note that of tne
Community Depots in Figqure 2, 47 are 1n the test zone and 31 1n the 2xpan-
s10n zone. Another 13 are to be created very soon 1n expansion zone.
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Departaental Depots : ; ;
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community uepot s

tat Hbi sy ; S /8 ,

. There appears to he no docusented tiqure tor the nusber of planned
depots. This fiqure was provided by the Froject coordinator,

The recards to be kept and the levels ot the system at which they are tound
are shown 1n Figure 3.

Fiqure 5 : RECORG-KEEPING SYSTEM

Nanageaent Level: Huts Managesent Comwunity Health Center Regional

Docusents Cosnittee {HP) Depot epot Depot
i H H H 1 H
i Stock File H - ' ] : X ! ] H
H H H H H H
i Purchase Urder H X : X ' x H 1 '
i Inventory File H - | X : X : ] :
1 ] ] ] ] 1
i Urder Book ' X ' ] ' - , - H
; : : : : ;
i Managesent Book | X ' X g - ‘ - '

[he supervision of the system 1s the responsibility of the CM, Department

and Rkegion Chief Medical Qffizers assisted by the Departmental and Regional
supervisors.

. OPERATIONS

1. Procurement

In the test zone, 92/ ot the UHWs 1nterviewed claimed to have at the:r
disposal drugs to meet the needs of the rural populations (i1.e. the products
they stock are what the people request) and 507 of the CHWs and 73% ot the
animatrices declared that they had not experienced any stock-outs. The
other side of the latter 1ssue 1s that the other S04 did experience stock-
outs, In the expansion :one. 352% of CHWs surveyed reported having had
stock-outs, most commonly of aspirin :cited by 267% ot CHWs), followmed by

[¢]
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ine Srug o bist establiyshed appears to bt iocal needs well, hut with tun:
trivr s o the villages reporting stockaouts, one must questinn the exten: Lo
whato oA requbar supply or products 15 heirog aaintaraed, Nevertheliess, one
memr=r ar the evajuation team rellt that “the distraibution and re-supply
3.3%2n ar essential drugs to the health huts at the vallaqe Tevel 15 worbiog
satis-actarily. .. Most o the re-supply praoblems are at the lowest lesejs,
AT tre raalch hats, wsually due to a poorly developed sense 0r responsingl
Loy 2etner with the CHW or the management commyttee.  Hat also these prob-

i2ms are exceptions, ns a rule the villagers get their medicines when they
want “hen,"? '

2o Flnrarcaial Maablaty

Grne -+ tne objectives 0f the Project 15 to ensure tinancial viabtlity tor
the ~.ts, each ot which 15 to be considered “tinancirally autonomous and

selt-1anaged, i1ndependent and able to maintain 1ts initiaily granted opera-
t:ng -unds."

ALL *JOTNGTES HAVE BEEN ADGED DURING £GITING, WITHOUT EVALUATION TEAM REVIEW UNLESS OTHERWISE NOTED.

' e have been told that the CEW survey data coses froa both CHWs and aatrones, sometises one of each 1n a
s.wgie village. The result of this 1s that soae villages get counted twice 1n data based on "(HN' re-
s:onses,  [nitial analysis did not take this into account. While there has not been Liae during editing
tz review all of the calculations 1o this lignt, the stock-out 1ssue was reviewed. Five of eight report-
(=7 viliages 1n the tast cone, and 23 of 34 in the expansion zone (431 and 481 respectively) reported

hioing vad stock-outs in the previous six months, Where stock-outs were reported, nivaquine was out 1n

¢ . o¢ the test tone villages and 447 of the expansion villages, aspirin in none aof the test zone but in

a.L of *he expansion villages. Other ,roducts were reported out less often. MNote that there were cases

9+ zonsitcting responses tram a single villaqe; e.q. in 7 cases in the expansion zone one person reported

siIzk-cuts, end nine s.:d there were none. In the above caiculation, we have assused 1n such cases that

t*z viiiage had a stock-out, since 1as satrones may not be aware of Lhes, and 1b) 1t seess sore likely

to:7 4 stock-aut was forqotten than that they are erroneously reported 4s having occurred. These data by

vi..4g® have neen 1nserted in the text of the Sumsary and kecossendations, and in Chapter 1.

T2 quotation s fros consultant John Liomt s regort. Pernaps he ts right, but 1t 15 hard to consider
‘eivigractory’ 2 system aliowing stock-cuts in half its outlets 1n the past few months ithe period for
whiin taey survey answers xere sought).  This 301 figure, however, 15 just an indtcator which calls tor
‘aer2 1acoreation: first, the frequency and duration of the stock-outs, thes the reasons. One two-day
stizk=ocut 1n ane product 1n half the huts over three aonths i1s not the sase as two-week stock-outs in
se-2r3| products 1n the saae huts over the sase period.

on
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Financial viability ts judged on the bhasts of tne following formula,
cast ot current stock
= ¢oat of outdated stocks
t cash on hand
* value of 1nttial al''otment
trevenue trom fee C arqQes

Huts with pasittive palances dare declared financially sound.®

Th= survey* covered 435 committees and, on the basis of the viabiiitty ftor-
aula, tound just over 207, ot the committees sound and a similar percentage
inviable (neqgative balance). MNothing can be said about the other S&7 (24
committeed), as the essantial data vvalue of inittial allotment, value of
out-dated stock, etc.) are lacking for one reason or another. In fact, one
tinding ot the survey and field visits was that reqisters and other recoids
isee Fiqure 2) vhizn shauld zhow how well Lhe depots are warking, as well as
the nature and srriousnrss ot zny n-rhlems they ar~ having, are poorly kept.

Amang other thinre., Aatyv 200 nf o TUls keap rensng of thair drug purchase
ocrdorse,
Anong bhe othes ot o e c

o Oféficiels ot D7z s Dantoms "L M druvge «tored on their premises
but earmariad frrone YN S0, ot Jrsl te realirce the "borrawed®
drugs, This 5 3 zveaton ~fF o sibional svstem’s inability to pro-

-

i
»
)

vide all the rdrvg= r--deg 2t b7 00 g KPP lovels. The same problen
may arjse ab tha fon o dew " sseqdenierly if the health hut supaly
system 1s mevgr ] i Lhy oottt swsten in otne tutur2y  there is a
recl rizk Lhey peinciiy 7T 0T w0 gaees nYosest tn the supply:
haspitals, canvers, noes’s Pervire the "verz bast in line.

+ The destructinn and raen'ccenent 0f ervnired drugs pose some problems
due to the cospdie g = sveiem to uee, Inis may result in distribution
to the patient aof o-rmvre dres-,  2vso the lzck of sanitation or

.

cleantiness ape c2r-- "nag Fond) 0 c¢ the drug supply may cause spoil-

-

ing befnre thy rnf{. “ 21 curi¢ca’ ¢r dotes

+  Instances werc fountd of MP Haadz taking the place of the health com-
mittee 1n cdrun manac~aest, Th = «sv ke a3 matter ot convenience, but
't makes the nirpl=  ra-ed abpvn more likely to occur,

# Drugs nct on the niésecray list have been found at various levels of
the sy-iza.

3 We would sssume that hube ~ebh zpra hylancrs are also judged visble,

* Unless otherwise stated, “survey® refers to the csaple surveys carried ot as part ot the md-tern
evaluaticn in Apeti-fav [9%.  Crpres ot the nupetignnarees used can be fcund in Annex 111,
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tomantration and cieanlinens at o tae dFs ogive A negative prtoeture. bt
Ano Just o ahound, poses wrth aedircines are atten not closed ana collect
dart, the handling or tne druas 15 done with anclean nands, oto,
Cvervona an the syastem 139 tratned n sanitation, bt Little seems to
e retarned or practicoerd,

The supervision process should have bern adentiiyving praoblem arois and
bringing about corrective measura2s, the 1mpression ot the evaluation tean

15 that "supervisian” now i1nvolves little more than assembling and farwarda-

1ng various documents to the Froject Untt without analvzing and/ar acting
upon then, In fract, the main role ot this activity seems to be to justify
the use of the gasoline provided by the Froject.

Conclusions and recommendations resulting from this review of the Project's

pharmaceutical supply svatem nave peen incorporated i1n the 3Summary and
Recommendations chapter,
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gver tne last crage, seneqgal has ex eripnced some serjous PCONOMIC harg-
Thips, noeq. » by s lation ang anstanaliry an the public sectaor, coupled
With the s<5: 5~y o0 exports oang dittrculty 1o mobiylising national
savings. 273, tky imited resources allocated to nealth, wnose share ot
the natiyona. : :n2: =23 reoularly declined since 1975, vsee Figure 1.
Furgo-s o ¢ GO ZRNMENT BUDGETS, TOTAL AND HEALTH. 1772 -1363
K2k TR . A 2 2 A T e P I R T T e T T I PR VL TR
I LL T ON CF A
Flzli-. r2h&3 National Health Health as J
_Budget Budqet of Total
=72 - 73 44,000 3,797,874 8.6
L2l - 74 47,000 3,656,818 7.8
fsz¢ - 75 33,000 4,102,882 7.3
178 - 7» 71,000 3,067,180 7.1
{37~ - 77 du i 5,247,326 6.1
1577 - 73 33,000 5,369,908 6.0
176 - 79 futyuoo 6,133,801 6.0
1373 - B9 LUo, 000 6,372,014 6.2
1930 - 81 115,044 6,698,202 5.8
1951 - 82 130,104 6,346,000 5.3
1932 - 83 151,453 8,280,000 5.5
R e e A T R e A R e L i i R R R R R R R R e e R IR R e I i e

Senegal 's heal:- budqet obviausly falls well short of the 9% of the total
national bucge: advocated by the WHO,

The State has ::opted a recessionary policy. A new short-term Economic and
Financial Acuz-nent Frogram (1983-1992) has been prepared. The present
plan is one 2¢ :onsznligation, aiming at clamping down on recurrent costs.
Indezs4, no zo2c-z:r waere the preliminary work sessions for such a plan launc-
hed than the F.-137rv of Planning and Cooperation outlined the necessity tor
tacusing on =c:i-at:ing costs with priority given to the maintenance and
rehabirlitat:an 1+ 2xi1s5t1ng materi1el and infrastructure,

A saminar a-: : w=-kshop wera held i1n this regard, 1n November 1983 and July
1984 respec:.-:.v. hAmong the issues discussed were the recurrent costs of
the “rimar, -e:.tr Fro:ect. This was just a step towards making the 35enega-
lese State aw:z c+ tne sign:ticance of recurrent costs. This problem 1s
becoming eve~ -:rg acute, because most projects under tne VIiith plan are

e

ALL FOOTNGTES =200 BN QLOID CURING EDITING, WITHOUT EVALUATION TEAM REVIEW UNLESS OTHERWISE NUTED.

' This chantz~ :: tie vesult 2f two separate reports dealing with this subject.  Because cach of the re-
oorts treatza to: sutrect rather ditterentiy, their reports have beer kept essentially intact, the one
constitutt-s; *:vt A 3¢ zne znapter, the other Part d.

]
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tinanced oy ooxteroai coanars oang bthe State 1s oxpected to take responsioirlicoy

ror recurrent costs a-ter the donors withdraw,

Since the Rural Heal-- Fraject v alaoat entirely sponsored by USKID, a way
must be round for rths State <o abSG recarrent costs or Froject activities,
Fecurrent costs or - -2 are cetained as all costs generated by the Froject

and 1ncurred repeate: ¢ 20 a more or less requliar bhasis, fnis, tnererore
includes the toilcwi-; =iements:

+ basoline ror veni:.2s an3 nobvlettes

+ Druq allotment <0 -ne cornunity-nased depots

+ Energy costs (watz-, 2lectricity, telephone)

+ Maintenance of ve~.2les and mobylettes

+ Maintenance ot pretvis2s Training Center, health facilities)

+ C(osts of the Projszt Unit {e.qQ. secretarial, gas, office supply and

vehicle maintenanzz2 expenditures,.

+ Local personnel c-:-nes, 1ncluding costs aof on-site visit, and at initral’
and retresher tray :ng, 1ncluding per dien.

A. JVERVIEW

- . . . b
l. Transportation-rejsted Costs

3as allotment tor sup2rvision varies according to the supervision program at
various administrative levels, It depends on the surveyed distance, the
consumption of the ve~icles cer km, and the mileage. Nevertheless, an
average 20y litres p=- month was allocated to Regior and "circonscription
médicale” (CHM) levels, and a 10 litre allotment was fixed at post-level.
The 7-1v liter per az:t alilotment 15 deducted from the allotment to the CHs.
In the course of the fi2ld survey.® we were advised by CM medical officers
that their allotment ~as between 170 and 250 litres.

fhe gas biil 15 borne 2y JSAiD-GUakar. Gas cogupons are sent to the Project
office wnich ensures -nhe dissatching. When the questionnaires sent to the
health authorities 1z:ztz2rs, health post (HP) heaags. supervisors) were
examined, all agreed :1a< g2s was provicdad oy USAID. The 3tate ang other
entities were also 2::2d as sources, but the evaluation teanm was unadle to
document the allotwme-: fcor zuservision activities. The team was advised
that the State wili: -:¢e over from USAID the cest ot gasoline.

[t was the team’'s :m:--2ssi10n that most of the health authorities with wnom
the matter was discus:ied nac some misgQivings about the advisability of gas
procurement betng en:z.-e:z b, a source other than the State i1sucn as com-
munities or health cz-n1:trtees) for tear of tnterruptions 1n the suoply.
Supervision activities being paramount for the Froject s survival, a non-
-stop procurement 1n ;3s 135 2ssentiail,

% Unless otherwise statsn. 'survey’ -esers Lo the sanple surveys carriea out as part or the sid-tera
evaluatien 1n Rpril-*ay 3a, znies o+ the owestionnaires used can te found in Knnex {11,

.t
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In tnis connectian, a 1735 survey or CH actiaities showed that tne gas
allotment to the Ministry can cover the monthly duperviaion or the Hits,
monthly GH meetiogs, displacements to FNA and the needs in supervisian on
the aanbvlettes, The survey yndrcated that 1t vg pgossyble Lo cover all CHe,
prcept tor Niaro, Faffrine, Fatick and koungheul which, despite the larqge
namper ot HP4 under their supervision, wre allotted just as auch as the
small LMs, These conclusions rematns valid three vears later, but with the
recessionary policy 1nitirated by the public authorities, there has beep o
reduction 1n ruel allotments, It would be helpgful 1+ the Ministry would
review the alltotment of gasoline to the fegrons generally, with particular
emphasis on the Froject KReqisns, and base them on tne rindings at this
survey.

Mohylette maintenance costs may be borne by some committees, but they are
not reported 1n the ledgers consulted during the evaluation., Indeed, recor-
ded costs are otten aqqgregated and 1t 1s not always easy to break them down
tnto discrete line-i1tems. While it has not been possible to determine how
many health committees have incurred mobylette maintenance and repair costs,
some positive suggestions were made by some committees, One was an increase
of CFA 23 on each product sold at the depot (by package, not by unit) and
the eventual use of the 2/ manthly health committee "miscellaneous” budget
line 1tem for maintenance and small repairs of mobylettes. In the 1983
survey mentioned above, these costs are estimated at CFA 18,925 per annunm
tof which CFA 15,000 to be generated by 1ncreasing the drug prices and CFA
3,929 from the 2% monthly miscellaneous line-i1tem).

Some HF heads let 1t be known that they are prepared to support mobvliette
repair costs up to CFA S,000; beyond that level, they say the Project will
have to bear the charges.

% T
|

he Tratning Centoer

Presentivy, a major part of the Training Center s operating fund :s financed
oy USall, aiong with the salaries if a secretary, a watchman, a chaufreur
and a ocar-groductian technigian. #s snown 1n Figure | ot Annex Vi, fraoa
“orri 1584 tnrough June 1986, tre expenses generated oy the Regional Train-
1ng Center totaled LFA 5,583,515,

Mote, nowever, that nat all the expsnses of those 26 manths are really
recurrent ccsts. dne can roughly cansider the 1984 costs as installation
casts and the remaitning CFA 2,303,820 as recurrent costs. an average of CFA
1,987,360 per year.?

3

Un the other hand, thi1s 1s a short geriod on xhich to estisate operating costs.

~1
—

This may be a l:*tle averstaled because the sexer connection charge was larae and 1s not a recurrent cost.



in audition to these costs ot operising the Center, thore are also direct
costs linked to the number of pwop.2 tratned; by rar +- 2 most 1mportant 1%

"per diem". Accarding to data prz.ided to the evaluation team, trom June
Iy 1984 through May 31, 19864, tnes: “osts amounted ta same GEn 47,000, 200,8

The State 19 expected to pay thra si.ary ot the Center 5 Darector now 1n

training 1n the USA. As a "tec-n::ien supprieur” by virtu®r ot his univer-
s1ty epducation, his annual sala-y .35 estimated at CFAi |,28u,vuv,

5. Other Recurrent Casts

Keplacement of Vehicles and Mot /l:z:-es

Fresently, there are 22 vehicles .. donated by USAID, and 82 mobylettes of
which 48 were donated by USAID an: 34 by UNICEF. It 15 worth noting that
the first allotment i1n mobylettezs -is entirely provided by USAID, UNICEF

replaced old ones. In November 1°:4, the 34 Peugeot 154 L2 mobylettes cost
CFRA 7,384,800,

There has been. some success 1n hav.ig rural committees caommit themselves uin
writing) to replace the mobylettes used by supervisars to visit the vil-
lages. It was not possible to shts:n the total number formally committed,
but the team was advised that 17 r.-al communities in Kafirine and Fatick
had sent their proceedings to the *roject Unit., [n other Departments, there
has been correospondence with the F-aject Unit, but nothing has yet heen
concluded, Thus, the percentage c- rural communities 1n the overall Project
area which have given thetr commitrants 1n writing 1s still low, at 23%.

‘

Fram the survey of bovernors, Pre-::s, Sous-FPrefets, Presidents of Rural
Cammuntrties, and Heads or Multiour:zse Rural Eipansion Centers, the consen-
sus seems to be that the most frsv:z-2d source of funding for the renewal of
the mobviettes 15 the rural com=u-.:vy oudgets, and that with greater sen-
stti1z1ng ot the communities, th2 “-3ject could be auto-tfinanced. A revision
of rural comamunity oudget rules w:z: suggested to meet new expenditures which
nad not been anfticipated 1n the c.--en: budget line 1tems.?

Fharmaceutical Fraducts

The initial stock of druags tn czm-_11ty-based depots 15 financed bv USAID. :
The wages o+ a manual worker ar2 :- auxtliary warker are also paid by USAID.

Cash pa.mennts result from sale =+ :-ugs vand services; and 1t 1s up to the

nuts to resupply themselves throuz- the depots, which purchase rrom the

Mational Pharmacv. A rapid rev:e~ 3¢ the tinancial documents for 1955 and .
the fi1rst quarter of (986 made av:.:aale at the Froject, showed that depot

account was constantly well furze:z and that atter purchases, there remained

a balance of CFA (0,000,000, T=e-zsare 1t 15 assumed that no major drug

supply problems have occurred vat.

* In the second part of tne Chapter 1B. Fir:<:1al vYnalysis), a slightly difrerent fiqure 1s given ror a
two-vear per1ad starting and ending tw2 az-:~s 2ariier, and explicitiy 1dentified as ‘per diew® costs.

3 The repiacesent of both sobylattes ane ver :.2s 15 discussed at some length below tn section 3.2
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[t would bave opeen usnral Lo gbtarn the exact amount spent on drugs, uat
thia was not possible because the data collectod were patchy. [t s, howev -
#r, worth noting that the kaolack Kegqronal Pharmacy spent GFEN 204 7, 400,

between May L 1284 and Jdune o, 1906, fhys raqure ancludes drug condition-
ing costs, supplies, repartes, personnel salartes, pte., and thus does nor
aay much aboat drug costs. N comprehenstive survey 1n o the aear tuturs wpil

provide more rolvanle tnraormatran an druyg costs

Evaluation casts

UsAID sponsors a project cvaluation cvery two yvears. ihe GOS will want to
conduct fi1eld evaluations i1n order to consolidate achievements and make
readjustments with tho view to turther exnpanding the rroject to ather Heqro-
ns. It 15 not c¢lear that the GO% -11l be able to arovide the level ot
tunding USAID has made available ror evaluation activities; the cost of the
mid~-course evaluation of April-May 1986 period 18 estimated at CFA
S.186,941. .

4. Potential Sources of Recurrent Cost Financing

Thus rar, tne State remains the main source of financtal support $or health
services, either witn domestic or external tunds. The problem now 15 whe-
ther alternative sources can be found to ensure the financing of some of the
recurrent costs of this project,

Communitv-based participation
Populations can contribute to fipancing some costs ot the Project througn,

+ user ree contributions

+ drug purchases

¢+ contributions

+ community work

+ healtn committee budgets

+ donations by some community members

* orqdntzatien ot grostt-making events.

they might also be able to finance the drug allotment to healtn huts and
give incentives %2 caommunity health workers.

In a roreseeacie suture, 1T 15 possible that the ren2~3ai ot the mobviertes
can to be financed oy the "Communaute kuraie" pudget.

fhe "Réaion Médicale"

fhe i1nteqration of the Froject i1nte the 'Region Medicale" (#M) wrll prove to
oe cumbersome, according to various management otficrais at both AM and
Froject itevels. There alszo appears to be some fear ot weaknesses that wouid
resylt trom such a merger and be adrfficult to resolve. [Indeed, when one
campares the budgets or the RM and the Project, that ot kM looks like a drap
ta the bucket. .see Fiqures 2 and 3 of nnnex VI

Y
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fhe 1745 nudget iitlocated tou the kaolack M, the fteqgranal laboratory, tne
Regironal PMI U7 Ld and Mather Garer . the taolack oM and health pdacation
tatals same CFA .o, 742,000, while the Project s operating costs alane stand
at CFn d1,300,0u. million., This estrmate 19 very conservative, indeed,
neither the gasz.tne, nor the drug ¢ 3t are included. [+ one considers the
previous years, "ne annual operating and maintenance costs ot the rroject 13
to the tune =< 274 (82 million (see detatl 1n Fiqure 4 nf nonex Vi, ’

5 undertaken 1n 1904 produced a recurrent cost
index of abowu<s - “; that 15, annual expenditure was equivalent fto about 40
ot the Projec- :-stallation <osts., The installation cost ot this project
was LFA S59,=30..)0.,°

fv survey or rac.--ent cost

At a sertes o0- r2a2tings between the public authorities and AID officrals,
the 21 Sous-rFre-:2s were unanimously 1n tavor ot taking over the recurrent
costs. All s:ix *-etets also endorsed the 1dea, but the two Governors were
mare reticent. “tey are concerned that there mav he a qgeneralized efiort to
get them to atsc° 2 recurrent costs created by other Government agencies.
Nonetheless, =he. proposed discussions between the Ministries of Decent-
ralization ana FP.2lic Health to see whether an exception can be made, with
appropriate cnanzes 1n the laws,

Overall, the FReg:2naj administrative authorities were in favor ot the rural
communitids takin; responsibility for recurrent costs, but they indicated
that State partic:pation is not ruled out, There is an increasing awareness
that populations aust effectively be involved, but a certain amount ot
concern 1s expressed about the size of the financial burden to be borne by
the populations 274 there 15 fear of eventual disengagement by the State,

Clearly, with the wi1thdrawal of USAID, certain Project generated costs will
disappear. Mevertheless, managing the Project will be cumbersame for the RM
accountants wh2 :-2 not familiar with all the Project data. For a har-
mcnious integrat.:zn of the Project with the RM, 1t would be desirable to
begin now tnvc.v:-3 +he #M accountant in the Project s financial activities.

¢ The original zrafe 3,97 attridbuted this budget to the years [981-34, but the total 1s that of the itees
fabeled 1985 - wr-ze VEI-A. 2, and Project costs with which the cosparison 1s sade are for !9E3, 350 we
have identif12: tr: "inistry hudget here as aisa that of 1383,

These last statewe: s seem a bit exagqerated. Tise does not permit the research required to verity or
correct thes, zut “:-t 5. Financral Analysis of this chapter !ooks at soae of these itees 1n considerable
detatl, and we 3:<:- the following cbservations on soae of the statesents nere,

a. The Projest e::2nses of CFA 61.3 sillion does include an 1tes °venicies® which s etther short fer
fuel (it s atz.: the right level; 7 sonths fuel in 1984 cost CFA 4.2 atllion), or 1t 15 tnitual
purchase of v:-icles xhich 1s not usually a recurrent cost ibut allowance tor replacest:t sight des,

b. The drug zzsit ie suppcsed to e financed by drug sales and are thus not a cost the Medical kegion
would have o :iqe over.

t. fhe CFA {27 a:..10n figure cited for prior years was attained only 1n 1983, and half of 1t was druas.

8 It 15 unclear =ret-:- the 1954 study was of this -roject, or cf one or sore other projects.
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expenditures ror the two-cyear peciod,  Hawever, 4 large amount ar thys n
Fibely to be attribatable to start-up costs, wuch a% purchase ot nurpment
anag hiring of contract labor which Yogether make up about A0% of the Progpct
attice expenditures. In any event, * o kaolack ofttice 15 to be closed at
the end of the Project, whicn will result 10 the plimtnation or muat of the
related exponditures.

5o The Yenicle Fleet

Automobiles

Exhibit 3% shows the actual expendictures by vehicle fo- repairs, maintenance
and ftuel during the calendar vear 19335. Th1s 1ntarmdation wdas summarized
trom data compiled by the Harvard team from the actual i1nvoices and vehicle
logs. It covers Zv vehicles, which 1s two less than the actual fleet aof 22,
but can be considered to be reasonable accurate due to the fact that one
vehicle stolen during 1935 was just recently replaced. The accuracy of this
breakdown can be verified by dividing total repairs, maintenance and parts
or Exhibit 1¢ by two to arrive at a yearly estimate of 57,705,294 which 1s

roughly comparable to the total of 57,408,509 for these items which is seen
on Exhibit 2Z#, 19 '

Exhibit 5+ shows that fuel 1s the dominant component of vehicle operating
costs, making up over 58% o+ the total cost, exclusive ot course, of
vehicle replacement costs. Repairs nade up a full third of the cost and
routine preventive maintenance accounted for only B8.6%. On the bottom of
Exhibit S+, the relative operating costs per kilometer are shown, separated
by vehicle type. These costs were obtained from the data shown on Exhibit
4%, which summarizes the costs by vehicle type. One's attention 15 10-
mediately drawn to the very nigh cost ot aperating the Peugeat 404 diesels,
Looking back at Exhibit 3#, 1t can seen that the total repair and main-
tenance btll tor two 404 diesels came to §1,728,181, which is 56 % af the
same tiqure for seven qgasoline 404 s,

Going back to Exhibit 4+, 1t 13 curious to note that the average fuei cost
tends to go down with the age of the vehicle. This may be partially ex-
plained by the fact that the more time a venicle spends 1n the repair shop,
the less time 1t is out on the road burning gas.

Exhibit 4+ was used as the basis for developing a model that projects vehi-
cle operat:ng costs 1n the future, given a series of assumptions about
perrormance, usage and a number of other macroeconomic varlables such as the
domestic price of fuel and the local :n¢lation rate. [Due to the scarcity of
histarical aperating costs by vehicle type, 1t was necessary to estimate the
increasing cost ot repairs according to their respective ages. For the
ourpose of modeling, the annual escalation factor was estimated to be 64% ot
the previous year s expenses. That is, 1+ 16,000 CFA was spent on repairs
during the first year ot operatiaon of a vehicle, then the second year expen-
seg could be expected ta be 16,400 CFA and the third vear 26,8% CFA.

1O 2,700,460 + 2,421,676 ¢+ 10,267,446 davided by 2 = 37 705,294

» ExmiBits will 9 found tn Annex Vil,



This rtigure ot b was abtained Uy rabtbing an eupopentyan cur v to osrsting
data or vaehacle st dy ane, mwaarn, due Lo scarcaty or dalta, o cume denres o
pxtrapolation w1y anvolved., Howeve: the projected eipennes are nat incan
statent «ath corgarable studies pertaoraed hy the health coonamiat 1o otheg

countries, o o0t oae ahows Lhe ancreasing coats ot reparr of a Feggeot dod

nver a smrvize e oar 5 ovearns, In the rirst year, repairs represpnt 5, 77
of the ari1g:a. zursnase price of the vehicole, by the rittn year, these
have 1ncreasa2d "o Jo,.!n or the replacement cost and 7. 0%4 of the original
vehicle cost. “awaver, a5 g vehicle ages, thera comes a point where the
interruptionrs -:- repairs hecome so trequent and so discuptive to Froject
activities, *hit the vehicle must be reticed and replaced. For purposes gt
this model, =%:® time cutotr 13 estimated to be 4 vears and the model auto-

matically rexlzz2s any venicle that completes faur years af service.

Far the purpzce 2+ *hias evaluation two separate vehicle tleet scenarios are
presented. Tne -1rst shows the vehicle fleet composition and estimated
operating cess -:r the vears 1986 to 1990 assuming that the same 72 vehicles
that are curreni.y 1n service continue 1n operation and are replaced with
the same type wr2n they wear out. These praojections are shown in Exhibits

7+ through 8. “-o next set of projections, contained 1n Exhibits {1-13¥,
t1Tustrate the e-‘ect of gradually scaling back the size of the vehicle
tleet, arriving :: a stable level of 13 permanent vehicles by 1989.

s

The assumptions .sed far both scenarias were as follaows: The inflatian rate
tar the five-yea~ periad will 8% per annum and will affect fuel, maintenance
costs and the pur:zhase price of new vehicles. Repair costs, as mentioned
earlier, are cal:ilated using the 64% per annum cost escalation factor.
\Please note tha: the assumptions an Exhibits 8% and |l show this figqure to
be 18%, 30 it 1s :mportant to point out that this means | + .18 to the third
power , which equz.s lbd4i--a 64/ increase over the previous year) The 1984
tax-exempt fuel :z-1ces were assumed to be 260 CFA per liter tor gasoline and
170 CFR per lite- for diesel. VYehicle tuel consumption was calculated trom
the actual veric.2 logs and ranges from 11.8 MPG for the 304 diesels to 25.3
MFG for the Rena..t R12's, with a fleet average of 20.4 MPG. The metric
equivalents af t-z2s5e tuel consumption rates are 20.v liters used per 100 kms
for the 404 di2gz.5, 9.4 liters per [0 kms ror the RI2's and a fleet aver-
age af l!l.6 lize-: per 10U kms. The model assumes that with every addition-
al year of lire, : vehicle will consume 5% more fuel than tne previous vyear.
Taxes and req:st-:ti1on fees may not be relevant after the vehicles beconme
the property ¢+ --2 Zeneqalese government, but the amounts i1nvolved are
small and have bzzn left 1n the total computation. Similarly, 1nsurance
costs have also z:zan left 1n. Although the government selt-insures 1ts own
vehicle fleet, t-: premiums charged by the tnsurance companies are a market
retlection of th2 -1sk :nvolved 1n operating a vehicle and this should be
included as i1t 1: 1keiy that someday tne government will have to reparr or
replace a veh:zlz :nvolved 1n an accident or conmpensate third party victins,
The model also z:.:ulates a siniking fund which shows how much money must be
spt aside everv wzar 10 arder ta have sufticient cash to buvy a replacement
at the end of =he (entcle’'s lite. However, the sections at the end ot
Exhibits 9+ an2 7 retlect the actual cash outlay needed to pay tor the
venicles berng ~::.aced :n that vyear,

¢ Exhibrts mill e -:.o: a bnner YT,

—
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Eahtbit /¢ which cantains three pages, shaws the campositiagn or

e venve e

tleet by vehrcie type and aqge, assuming that the exastaing Ievel ot )} vehy -
cles 15 maintasned., 0On the last pag , the weiqhtero average age ot tne
entira flest 19 shown to tluctuate betwern 0.7 and 1,/ vears. his 13 due
to the fact that the average 15 dominated by the 1o one-year old vehicles
which are purchased 1n a block.

Exhibit d« 13 a collaction ot & two-page summaries ot the individual pro-
Jected operating costs ot each type ot vehicle, aqain assuming that the

current level ot 22 vehicles 15 maintained. Please

note that the

Feuneot

304 18 no longer manutactured, so the calculations were made with estimates

about its successor, the FPeugeot 5uj.

Exhibit 9¢ gsummarizes the aperating tnformation tor
Exhibat 8¢, The third page of Exhibit 9 shows this
entir= leet., with subtotals ror variable operating
mainktenance), total operating costs tincludes tixed
total cost ot operating plus the cost of purchasing

projections represent the actual cash outlays that wil]

order to keep the tleet on the road.

gxhibit tU+ shows the present composition of the vehicle tleet,
assignment of each vehicle and tts #t1nal dispositian,

each vehicle
yntarmation ¢
costs {fuel,
costs) and ¢t
new vehicles.

type troan
or the
repairs and
nally the
These

have to be made 1n

the current
according to the

preliminary agreement reached with Project management during the t1eld trip
9 vehicles are to be

to the haolack oftrice. As was established earlier,
retired, leaving the 13 permanent vehicles.

Exhibits 11# through 13 are analogous to Exhibits 7+ through ¥, except that

they retlect the gradual phaseout of nonessential venicles.
actively retiring a fudctional vehicle, the model simpiy does not replace 1t

when it wears out. This may also be an appropriate

Rather than

tactic 1n the practical
implementation ot the phaseout plan. 0n page 3 of Exhibit Lll+, the tleet
strength can be seen to stabilize at i3 permanent vehicles.

gxhioit 12+, like Exhi10it 8, shows the cost operating eacn venhicl

taring 1nto account the number of vehicles 1n each category.

e type,

Note that the

Peugeot 303 (5u4) disappears i1mmediately and the 404 diesels wear out 1n
1987 and are not replaced. Looking at the third page of Exhibit

mode! can oe seen to purchase tour new vehicles 1n
+1nal procurement of vehicles by USAILD,

11¢, the

1988, which 15 to be the

Exhibit 14+ shows the savings to oe realized from scaling down the size of

the vehicle fleet as depicted 1n Exhibits 11# through 13. The savings range

from 19.1% tn 1986 to 353.6% 1n 1390. The sharp drop seen in 1990 gives a

talse sense of security., The only reason tor this decrease

15 that no

vehicles are replaced i1n 1990, However, from the last page in Exhibit 1le,

1t can be seen that four vehicles will be purchased

and five more will be required in 1393, The operating costs ta be borne by
the government during 1989 and 1990 are 13,051,000 CFA and
respectively., However, in 1989, five more vehicles will require replacement

1n both 1991

at a total cost of 23,523,000 CFA, bring'ng the total outlay for

»+ Exhidits miii be ound tn Annex ViJ,

and 1992

17,389,000 CFA

1989 to

(v



THLSEA Cuan [nva repreapnts a S04 increase guer Yhe sptace L (g

nan-persannel aneratyng hudget tar bthe Feguans ot tatvok and bjolagy

32, 15,500 ¢ AT, 581, uu0 = /A 496,500 GEAY. Frum thys perspecty e alane,
1t owould appear that supportyng this level ot evpendityre 13 teyony the
ecanamic aeans of the Ltovernment of Senegqal. In 19472, the tuel biil would
be same 7 BA3 870, representing a oDk ancrease over the (743 combinag fuel
budgeta far Fatick and khaclack, (A 00 000 v 7oA uoy = L L ueyy . Euen
dad)usted for an averaqge &7z level of inflatyan, this additronal rtuael o3t

still represents a 417 1ncrease over the bhudqgeted leve)

Thare 1$ no accurate data on the cost of fuel used far supervistion versus
the amount used for administration, s0 a model was created to estimate the
anount required for the nine Circonscriptions MHedicales tc supervise the 74
HFs 1n their jurisdiction, From thi1s model, which 15 presented 1n Exhibit
15#, 1t can be concluded tnat an large percentaqe ot fuel costs are at-
tributable to non-supervisory activitiaes. The mode!l calculates the amount
of fuel required to make a round tri1p to each HP trom the C.M. that s
charged with the responsibility of supervising 1t. Since the distdance from
the C.M. to the HP 1s known, the amount of fuel required to complete the
trip once a manth to sach HP can be accurately calculated. This 1s a con-
servative calculatian, because 1t 15 possible to combine visits to several
HPs 1n a single day, thus reducing the total mileage to be driven. The
model calculated that a total of 2,187,024 CFA would be required to visit
each ot the HPs monthly. Exhibit lés 1llustrates a comparison between a)
the amount of fuel purchased by USAID, b) fuel tickets sent tao the Project
otfice by USAID, and c) tuel tickets issued to project vehicles. The first
two items need not necessarily agree, since they do not take i1nto account
extsting 1nventaries at either USAID ar the Project office. The final two
items should be reasonabiy close, since 1t 15 presumed that USAID will nat
send a new batch of tickets until the Project ofrice advises that it 1s
nearly out ot them. The actual shipments do not appear to be out of line
with the reported usage by the vehicles.

When one cambines the estimated fuel cost for supervision of 2,187,024 CFA
{see Exhibit !53¢, last page) with the estimated mobylette fuel usage or
2,932,355 CFA which is shaown 1n Exhibst lo, the total of 5,119,379 15 far
surpassed by the taotai fuel usaqge of 10,091,156 CFA which can be found at
the bottom o4 Exhibrt 3. Th:s suggests that more than hal¢ of all tuel
consumption 1s used ror non-supervisory activities,

Mobvlettes

# fleet ot 74 mobylettes will be required to supervise the o094 villages on a
monthly basis, As naoted abave, tnis wiil cost 2,932,325 CFA a year, or 4225
CFA per village ($12 U.3.1. According to data conmpiled by the Harvarag teaan
in kaolack, average renairs cost approximately 352,730 CFA per mobylette per
year. [f %4 mobylettes are 1n service, this means that the total repair
bill should come to about 3,078,300, or 4,435 CFA per village (§13 U.5.).

{t would seem reasanable to expect that a village of 3I0 people would be
able to find a way ot raitsing 8,660 CFA {525 U.S.’, since this 1s enly 25
CFR per person per year, assum:ing they perce:ve supervision aor therr health
nut to be a d2sirahie service,

¢ Exdibils wrii be :7und an dpaex vil.



ihe realacement gt ot tne mpoylettes 13 a4 dirtsrent sptuatnn The ex

pense gnvolved 15 nat o very aatecval an oan andividual hasis, sines the pir
thase aor 74 naohylettes every three yaars would anly a2 o3zt oar Ao ha 0 CEN
per village (74 ¢ 00 000 d:ovided b afd), This trare bates antao an add)
tvanal V7 LERN per persan per year, MNeverthelepss, the villages have e
pressed A reluctance tag tynance nohylette purchases, Notatal af V7 raral
ruommunyties have aqrqod Ln prlnrlpal to tinance the nurchase ot replaceaent
mohylettes, Howaspr , there 15 a Jegal obstacle which presents tocal govern-

ments tram rinancing non-tnpvestment activities,

4. Training Activities

Per Diems

Ms can be sean 1n Exhibat [#, per diems paid 1n connection with training
activities accounted ror an entire third of local currency expenditures.
Ethibit 1/ shows a detar) of these expenditures which was compiled fron
FProject documents supporting the disbursement o+ per diems to village health
warkers and village health committees for initial training and subsequent
retraining (recycling: during calendar year 1985. There 1s same evidence
that these documents are incaomplete and that the actual amounts are higher,
although the total on page 2 nf sxhibit L7 of 19,744,000 CFA i3 roughly
comparable to the two-year total ot 44,058,000 CFA which was recorded 1n the
local currency account,

Exhibit 17+ shows that €8.4% of all per diems paid faor training were paid to
village health workers receiving their original 30 day training. By com-
parison, the per diems paid for recycling ot CHW' s was anly S5.6% of the
total parid.

# health warker therefore receives 500 CFA a day for thirty days for a total
of 15,000 CFA (about %43 U.5.) foar the entire session. In a country where
the 1ncome per capita 15 only 133,344 per annum (1984), this per diem allot-
ment i3 equtvalent to over a months earnings. which 13 not at all 1nsiq-
nificant, especially when one considers that the residents of rural villages
are likely to be among the lowest income Jyroup 10 the country and well below
“he average i1ncaome per capita.

i~e level ot per diems to be patd 1n the tuture 1s not clear, but i1n sinple
tarms, 1t can be computed as tollows: [+ one assumes that the annual deser-
tron rate among UCHW will be 2%, then the ger diem cost of training replace-
nents will be 694 x 2 people = .2y ar 275 people to be trained at a cost or
15,000 CFA each far a total of 4,170,000, Ta this must be added the caost af
recycling 1388 (694 x 2) peaple three times a year at a cost of 500 each for
a total of 2,082,000 CFA. The final fiqure to be considered 1s the cost of
t-aining 694 village health committees for two days at 1,300 CFA per commit-
t2e. This totals also 2,082,000 CFA. The three ditferent components add up
ts 8,334,000, which 1s ccnsrderably less than the 22,000,000 per year aver-
dze seen i1n the local account. This can be attributed to the fact that the
tirget areas were ne:ng expanded Juring this period, causing training expen-
ses to exceeg what might be considered to be a normal maintenance level,
Nevertnreless, eight million CFA of additionai recurrent costs still repre-

« Izhibrts will e ‘found 1a wnnex VI



sents 3 canzydesah o hyeden tar the LwaoveRrament gt soaegap Aand may a3z 0 he

scaled hack an sraer tn mare the amount mare mananean|e, [t s npat v un
ham praspective village worbers wilt react to a reductyaon an per gren =ipep
ses, which aay anw he 3 ra tor matyzataing enrolliaent on trarning, TileroBr,
vbous paportant that ot e tarmiy established that there are nther -3 s

sottzatying a village health worver aside traom the pavaent ot par di3n:

Tratning Center

fhe trayniag center an kaolack 15 0 onew that 3t a5 gittrcullt to ge- 2.0 ne

1ts feture operating costd,.  From Eshibait L& 1t appear= that the cuszt:

tncurred since the training center was npened are adout 5,933 ,u0u
3

{
(49 100,174 manus 44 w58 ,07G) . However, once the dormattory Yecomes <o -
tional ard the center beqins to operate narmally, 1t 15 likely that --:z-2
will be a signiticant 1ncrease 1n aperating costs, espectally since 702
larqgest expense lineg jtem was for supplires (3,649,620,

«

S. Pharmacequtical Supply

-

The drug system 1s waorking praperly at the village level. Information ¢
tained by the evaluation team indicates that the villages are collectir
sutficient tunds to replenish thetr supplies of drugs at the health hut
However, the 1rreqular supply aof druqgs from the PNA (the national drug

supply system) has resulted in stockouts at HPs i1n the Project area. T-:s
1n turn has caused the head of the HFs 1n the areas to request drugs frza

the health huts which are provided without compensation, thus effect:ve.:

decapitalizing the village tinancing mechanism,t'?

-
1

’

An additional component ot uncertainty will be 1ntroduced 1n the near +t._.2ure
when the haolack pharmaceutical depot becames a fReqgional distribution c21-
ter., The main risk to the primary health care system will occur when t-2
Kaolack depot begins to supply the kaolack Reqional hospital. It 1s pes-
stble that this will result 1n the further depletion af essential 1tems sucn
as chloroquine, aspirin and bandages.

o. Recaogirtulation

Additional finanrcial analysis will be required to work up a detairled -u:;at
for the phasing out of USAID funding and the absarption ot the remain:in:
Project achtivities 1ntu the structure of the Ministry of Public Healtn.
This study should begin at once, since 1t 15 necessary to begin implene-<1-
tion as soon as possible 1n order %o provide far a smooth transition. :i:1e
maj)or expenses, such as vehicle expenses and fuel can be reduced auto=a::-
cally by simply not replacing them when they wear out. UOther expenses 3_:In

as personnei and supplies, will have to be reviewed by Project mdnagese-:,

't js noted in the chapter on this sudject, survey responses regarding villige stock-outs raise 2uett.an as
to how wel) supplies are being maintarned at the level of the huts, and lead us to wonder wheine- :“e
systew 15 working as well as 15 here suggested. See Chapter VI. Pharsaceutical Supply.

o Sxhibits wil!l de found 1n Annex VII,

i
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hoth Usnll a- - nllh, *o determine how they wiil (1t

tntn the new
Spacral atter-yan should placed

Ateucture,
on the plamination ot all non-enspntyal
espenditures, since the Projaect 1n 1'% predent form 1s rar ton expensive ta
survive withc.t axternal assistance. The expenne nf aperating and replaning
the {3 venicios an 1I8Y wil)l cost 58,973,907 CFA,  When combined with the
cost of pes c. ems paid

to connection with trainiag and recycling activities
ot 19,744 00 TFa per year, the total reaches 58,517,707 CFa which renrms-
jents o fo .l 1% ancrement over the 1980 non-personnel budqget tor the Fatick
and Peolaz- ~:3129s, Ulearly, this 15 a tormidable burden.

Canclustons &

: raconmendatians resulting tram this review of recurrent cost
19sues have

nczrporated tn the Summary and Recommendations chapter,
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AN R X f

PERMG OF RETERENCE QUEST O

Feoting the Coiinsria

. Project exieonslon to the Kaffrine and Fatick Depaprtments

1) Mow fare villages wera initially o be provided wi h health hoats?

The objnctive =

35 ho opan 255 health huts; 316 were actually establiszhed (112

in the departme~t of Fatick und 204 in the department of Kafirine), which far
exceeds the pro-acted nunbers.

2) How mar: heglth huts are theve wibth:

a) hez:th committee?
.. visited health huts have a health committee.
b) sta‘? trained during these two years? =

All visited huts have two (2) Community Health Wockers (CHW) par
hut (1 first aid worker./sanitarian and 1 trained bdbirth attendant)

3) Among thesa health huts:

a)

b)

c)

62% have CHW's who have been working there for 12 months or
mcce;

3% have CHW's who have been working for 9 months. No
dafection among the CHW's was noted.

A.l visited huts have the standard material {(as based on the
-ist provided by the project office).

5 for drugs, it is hard for us to judge their adequacy.
-wever, half the CHW's surveyed responded they had very often
zan faced with shortages especially of: aspirin-26%,
ivaquine-21%, alcohol-15%, bandages-10%, iron and

piragoric 8%.

Aror:z the visited health huts:

Al. health committee members are elected.

17 sut of 43 committees meet on a regular basis (only once a
tricester).

As ‘or financial soundness, 9 out of 43 comnittees show
positive results; 10 show negative results and for 24 (or over

S6% of all committees) no conclusion-can be drawn. Mcst data

was missing which raises the question of the proper maintenance

of -anagement books.



1L,

Introduction of the new techrical components

1)

Diarrhes _controel nropram

3)

at_the B test posts:

b)

(1)

Catagpgiey and numbers of traipnad personnel:

1

chief medical officer of the region

Primary Health Care (PHC) supervisor
technical component supecrvigor

training center instructors

project coordinator

Department-level medical service suparvisors
Health post chiefs

Agents of social development ("monitrices rurales™)

(2) 100 villape level workers including:

16 village health workers

84 animators (“animatrices™)

Teaching material

(1)

(2)

Developed and used:

Advertizing posters
Data sheets (see attachments)

Used

Slide presentation

«r

B
v



2) Oral Rehydration Therapy (ORT) was nsad st the following levels:
a) villape level:

Mothers, animators and CHW's acus_ly use the homemada solution
(water, salt, sugar).

b)  health post:level:

Health post chiefs use the homemalz solution as well as the Oral
Rehydration Salts packets.

c) Other levels: not considered a*~ t-a time of the evaluation.

3) What proportion of mothers know:

a) the utility of ORT:
% to be calculated by Diana.

b) how to correctly prepare the solution?
to be calculated

¢) how to administer the solution?
to be calculated

d) how to administer the solution?
this question cannot be answered

e) when to administer the solution?
this question cannot be answered

f) when to refer the child to the approg-iate health units?

4) what proportion of mothers have used ORT ~:-re than once:

to be calculated

S) what proportion of mothers have resorted t: the "animatrice” for
counsel on ORT?

~ 92/163 or 56% of t.e women of the villazes covered have.

6) what proportion of health personnel (physi:cians, nurses, midwives)
have prescribed ORT 10 times or more in casas of diarrchea.

~ only one health post chief stated using the ORT 36 times.
- one responded 0 time

- the. others varied in responses



2)  Extanded Z-mendzation Poogyam:
a) what .3 the stratepy defined?

trte Stritegy Ls baing developad

b) Is +hera any trained parsonnel?

Departner: level chief nedical officers
Dapartmer--leval medical supervisors
techniza. ‘omponent supervisor
regional-.avel supervisor

health pc:- chiefs

instructcers

i
wwr e~ o

¢) what ec.ipment is available?

Concerning the squipment planned under the projet, nothing has yet been made
available.

It is to be noted that the MPH has equipped the health posts under the
national Expanded Prograa of Immunization (EPI). The equipment includes but is
not limited to:

-~ one electric or gas operated refrigerator
- one 22-iiter ice-chest

- one vaccine cirryineg cold box
-~ reusable ice cacks

- une thermometar
- technical equipment (syringes, needles, sterilizers)

It should also te noted that all tust zone health posts are fixed vaccination
sites for nationszl EPI activities.

The delay in the availability of projuct material is due > the delay in
activating the B:zllagio plan for EPI.

d) What activities were conducted under the national program:

The follcwing activities were undertaken as indicated by the survey
findings:

- 19% r-thers were immunized against tetanus.
~ 73% s:ated they had their children immunized
- 50% r~others held their children's immunization cards.

These inmunizations were undertaken by the Endemic Diseases Service team, the
health post chiefs and the Mother and Child Care Center (Protection Maternelle
et Infantile) midwives,

by
9
5
iy
.
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3) Growth “onltocring and nutritional sucveillance
a) wrat is the stratepy defined?

There is not 222 the sliphtest suggestion of a regional strategy. It is to he
noted hare -ha: the national strategy is just beginning to be developed in

Fabruary 1926.

b) I: there any trvained personnel?
Travre are 29 trained agents including:
7 regional-level officers
6 department-level medical svrvice supervisors
~ 8 health post chiefs
- 8

"monitrices rurales"

¢) Wha: material is available?

Under the projec:z, the material planned is not yet available although scales :
have arrived but will not be distributed until the national strategy is
completed (see Colonal Sy).

Nevertheless, there are scales and monitoring cards at the health posts under

the national nutrition program ~ Programme de Protection Nutritionnelle et
Sanitaire- (PPNS) and UNICEF.

e) Wha: activities were undertaken? by whom?

Under ‘the pcojecz, activities have not started yet except for the PPNS and the
national Materna. and Child Health Program (Secrvice Maternel et Infantile).

4) Malaria control

a) Wha: is the strategy defined ?

1) Cherioorophylaxis

Age groups : Rates : Nb tablets
0 - 1 year : 50 mg : - 172 tablet
2-3 years : 100 mg . : 1 tablet
4 - 5 years : 200 mg : 2 tablets
15-49 years : 600 mg : 6 tablets




0

2) Cramioethevapy

Intake methods

Age pr:.pnm e e e e N e A et 4 e A e e o et et
‘Day 1 : Day 2 : Day 3
0-1 year : 1/2 tablet : 1/2 tablet : 1/4 tahlet
2-3 years : 1 tavlet : 1 tablet : 1/2 tablet
A-9 years : 2 tablets : 2 tablets : 1 tablet
10-14 years : 3 tablets 3 tablets : 1 1/2 tablets
15 and over : 6 tablets 6

tablets : 3 tablets

b’ What percentags proportion of the target population benefited
from the program?

86% of mothers stated that their children hLad chemicrprophylaxis.
89% of women have it during their pregnacy.

¢) what drugs and materials are available:

(1) Materials available:

- microscope (provided by the tuberculosis control program)
- microscope siides
-~ petri dishes

(2) Drugs:

- Chloroquine

III. Critaria for identi’ying a mechod of supporting recurrent costs:

1) Amcunt of fuel used for supervision activities per administrative
level (regizn-department - health post)

The region 2nd department level medical services receive an average 210 liters
per month.

It should be noted that it is the departmental level which supplies the health
posts over a 7 to 10 month period.

2) Source of fuel

The study revealed that the main source fuel was USAID. However, 5 of the
physicians s:ated that they used fuel supplied by the GOS or by other sourc...



3)  Numbar of pural communities which have estahijshed o commitmept foc
ceplagement. of the motochikes:

17 out 12 rural communitios Wave discussed the motorbike veplacement ixtuue.
F

Remindar lettars were sent Lo the “prelets” for Lhe continuation of this
oparation.

4) Number ot regional administrative authorities favoring the support of
rerucrent costu?

IV Project Information and Manapement Syst

L

1) Was_the data collecting personnel properly trained?

The records of the training center contain some traces of tréining and

retraining of personnel in report management and use and in computer operation.

Howaever, our field observations revealed that: ’
- 56% of inventory books were unusable

- the statistical data are not analysed at any level

-~ the non-existence of basic training in report management ard use.

Based on the abcve, the appropriateness of the training is questionable.

2) Tvpes of information collected on the field

Concerning the birth, death and medical consultations books, the CHW's record
the:

- identity

-~ health problem

- treatment (for the consultation)
- payment

For the inventory book, they record the

- dates

-~ 1inputs

- outputs

- stock balance
- remarks

For the management record book (on a daily basis):

- cash balance

- daily receipts

- daily expenses

- cash balance at day end

- treasurer's signature (on a daily basis).



In the tast fonag, the CHW's and "animatrices"”

romplete the statistical data
sheats .

Of all the information collectad at the huts, only the iltems contained in the
health huts monthly reports are transmitted to bthe varjous Jevels

3) Time schedule for submitting activily reports-

Normally, reports are sent at the end of each month. The project office
records revealed a few deficiencies in the report filing procedurs.

4) What happens to these progress reports?

As indicated earlier, the statistical reports are kept at the project office
and at the regional medical offices.

Only the progress reports from the health post chiefs and supervisocs
according to the established work plan, are analyzed by the project
coordinator and become the subject of feedback during coordination meetings oc
individual meetings with the health post chiefs or supervisors.

S) Is there any feedback? -If so, how is it conducted and used?

For an answer, see previous question. There is no feedback between the CHW
and the health post chiefs as the latter do not use the reporis.

V. Personnel training
- There are 24 sessions for the training of trainers.

-~ The number of training sessions for CHW's by each instructor varies from
one zone to the other and according to the year. Thus, in 1984, in the test
zone, there were 2 training sessions per health post chief. In 1985, in the
extension zone, the number of training sessions for CHW's was:

17 committees for the Medical Service of the Department of Kaolack
12 committees for the Medical Service of the Department of Kaffrine
4 committees for the Medical Service of the Department of Koungheul

- There were 5 training sessions for the training of trainers under the
technical components.

- There were 32 training sessions for CHW's and "anlmatrxces" under the
technical components: ORT and malaria control.

- There were 4 retaining sessions for the management/supervision personnel or
3 sessions in 1985 and one in 1986. The areas covered were

. 132 sessions in the Department of Kaolack

. 168 sessions in the Medical service of the Department of Nioro
134 sessions in the Medical Service of the Department of Gossas

. 104 sessions in the Medical Service of the Department of Foundiougne
16 sessions in the Medical Service of the Department Kaffrine.



VI Drug Supply System and Dapol management

Health Centar Depnts ; Plar-ad : Existing
Health Center Depots : - : 9
Village Depots : G : 91

2) The documents availlable on the depots ani on financial management ara:

-~ order cards

- order forms or delivery orders
~ inventory cards

- order bnok

~ management record-book

3) At each depot, there is a management committee involved in the
preparation of order forms in relation with the officer in charge (health post
chief, PHC department supervisor).

218K
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SEMMARY pivraRp ROBEPT Crgreay

U Introduction -
April 1986 macked the mid-point in Phase 1T of the Rural
Health Prorect. Building on the success of Phase 1

(1978-1984), USAID and the Goverament of Sencgal agreed o continue their
collaboration on the project until 1989, Specific goals for Phase 1

included extending primary health care services to the departments of

Fatick and Kaffrine, integrating the project into the Ministry of Public :
Health delivery system, and introducing various programs to combat

malaria, diarrhea, maloutrition, and childhood communicable diseases.

The joint Senegalese-Americans evaluation team was asked to assess the
following parameters in mid-Phase II of the project:

1. the degree of extension of services to Fatick and Kaffrine,

1

the progress towards implementation of the technical components,

vl

the degree of self and government financing of the project's
recurrent costs,

4. the adequacy of the management information system,

5. the tcope and quality of the training system; and

6. the effectiveness of the drug supply system and of the local

pharmacy management,

The cvalﬁation team worked for four weeks from April 28 to May 23, 1986.

Substantial preliminary work, specifically the survey design, was done by

4



the Ministry of Public Health dcmograp’hcr. Malick Diame. The evaluation
process consisted of both a survey and a review o! the available
documentation. Unfortunately, the workplan was overly ambitious. The
majority of our time was spent conducting the survéey which left little
time for reviewing the dc.)cumcntation. Furthermore, only preliminary
survey results were available when the evaluation team disbanded. Asa
result, the Senegalese team is to continue meeting and will submit a final
report by August 1, 1986. At this point, it is important t6 caution.the

" USAID Health Population, and Nutrition Office in Dakar not to make the
same mcthodologica_l error in. future evaluations. Surw}cys are c'xtrcmcly
“time consuming and ideally should be conducted far enougn in adva.ucc 36
that the results are available for verification and further study by the

evaluation team.

In spite of the logistical problems, much was learned from the evaluation

\

team's efforts and from the nreliminary survey results.

The purpose of this report is to provide the team leader’s summary of the
evaluation work completed to date. Given that my affiliation with the
evaluation process has terminated, an assess™2°at and some recommendations
are necessary at this time. Nonetheless, it is imperative that my
contribution, in that it is both personal and interim, be reviewed by the

Sengalese team in preparation for their final report.
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II. Assesmaat of the Proicct

Nine paramsters will be discussed in the assessment of the projg:cr. These
parametars. which include the six terms of reference outlined for the
evaluaticn :2am, are listed as foliows:
. . exter:.on to Fatick and Kaffrine,
2. integrztion into the Minist_ry of Public Health,,
3. racurrsat costs,
~ 4, PHC tschnical components,
5. traiping,
6. supervision,
7. manaysment information systems,
8. drug supply,
9. resecarch activities, and

10. managsment.
The various arsas will be discussed individually in this report.

1. Extensin

Over the past :'¥0 years, the projcclt has been successfully extended to the
departments of Fatick and Kaffrine. The scope of the project has
virtﬁally doub'!2d as the number of village health huts has increa:ed from
378 to 694. Ex::nsion of the project is, without doubt, the aost imourtant
accomplishmen: of Phase [I to date. The speed and efficiency with which

the extension w:s achieved is impressive.

n




Thcrc- were two major factors contributing to this success. First, the
project management learned from shortcomir;gs in the implementation of
Phase | Practical revisions were made in their development strategies.

In part:.;ular, a great deal of attention was devoted to working with
existing 2dmini.icative structures. As a result, the extension of the

project :mounied to an impressive exercise in community development. The
second major reason for the successful extension was the large demand for
village h:alth huts in Fatick and Kaffrine. It is ¢ncouraging to note the
project's-oopularity and to see the dcnionstr'atidn éffcct Phasc'l had ip

marshalling interest in the remaining departments for Phase Il

: Noncthclcss. progress does not come without a price. It became clear,
during our evaluation, that the brojcct can no longer be managed in a
"hands on” style from the Kaolack office. The project management, given
the size and scope of activities, is now overcentralized. Not only does

\
this impecs integration of the project into the Ministry of Public Health,
but it alsc keeps management teo preoccupied with day to day business. As
a result, ns time or energy remains for planning and problem solving.

Both of thzse issues - integration and management approaches - will be

discussed tslow.
2. In von_into the Ministry Services

The Projec: Paper for Phase [I makes it clear that a major goal is to
integrate tn: project administration into the Minstry of Public Health’s
delivery syiiem. Thcorctically this goal should be quite feasible.

Structurall: the project is an extension of the existing system, reaching



beyond the health pest to the village level. Furthermore, functions at
the village health hyt are supervised by Ministry personnel from the
health post and health centre. Nonctheless, integration has been slow at
the top levels, The project has become increasingly centralized, and a

good solid workinz rslationship has yet to be forged between the Kaolack

project and regional medical offices.

3. Recurrent Costs .

USAID is interested in identifying potential sources of revenue to cover
recurrent costs to ensure service continues after funding terminates in
1989. To date concrete examples of possiblitities for the generation of
funds are limited. Funds will have to come form the service level, from
the bencficiaries of the project. The villages will have to fund the
project, directly thrcugh "cotisation” or usc} fees, or indirectly through
consecil rurale taxation revennues. There appears to be little alternative
to local funding, which in itself will require political will and perhaps
even some changes in legislative provisions. In the economic section of
the evaluation, the finaacial analyst has outlined the costs for various

administrative options.

The major remaining problem is the provisions of vehicles used for

supervision at the depar:mental and regional levels. These costs are



prohibitively expensive [or the local level, and yet neithes the regional
government nor the ministry appear interesting in absorbing the load.
Therefore, it is imperative thgt the project management actively explore
various options {or both fund raising and cost cutting during the time
remaining if ths transition is to be successful.

The magnitude of this task should not be underestimated. It will require a

change in strategy on the part of the project management.

Alternatively, thc recurrent cost issue will still be at the
idea stage in 1989, and the préjcct will end with the external funding.
This would be a tragedy, given the achievements of the project. It might

even be worth considering a short prolongation of funding, yet at a much

lower level, to promote a smoother transition to autofinancing.

4. hnical mponen

As of the mid Phase II evaluation, two of the four scheduled technical
components had been introduced in the pilot study area. The anti-malarial
and anti-diarrhea campaigns, on the basis of preliminary survey evidence,
were functioning well. In that thésc two programs arc inexpensive,
effective, and casy to administer, the recommendation is to make an effort

to extend them throughout the region without further piloting.



The other two programs -immunization and nutrition- present far greater

problems. To date no concrete signs of progress are visible in the pilot

area. Problems are related to cost, administrative difficulties, and an

effort to synchronize activities with national programs. Our i
understaading is that immunization is about to start in the pilot areas

now that the national program has furnished the supplies for designated

health posts. It is obvious that immunization in the preject areas is

dependent on the Ministry, and al efforts should be made to collaborate

cffectively with the regional medical office.

The nutrition programs warrant further study in the pilot zoae. These
prograriik are complex, and their iatroduction should be monitored and
evaluated. Before acquiring experience and developing a prototype, it

would be jnadvisable to introduce the programs throughout the region.

In summary, further introduction of the prirasy health care techaical
~components remains a major challenge to the project. These four basic
interventions provide the core of maternal child health services, _and the
long range success of the project will ultimately depend on their

availability.

5. Training

gy

The scope of the projects’ training program, as demonstrated by the
statistics in the cvaluation report, is impressive. Much of the emphasis,
particularly because of the extension of the project, has been on

community development work involving people at the village level. A large

e



degree of the project’s success can be attributed to the training
pregram., Nonetheless, mid-Phase Il represents a time of change. The
training :s2ntre director has recently departed (ar studies overseas, and
this vacazcy has created a vacuum which will be difficult to fill.
Morcover. now that the cxtension is complete, major program objectives
include implementation of the technical components and preparation for
terminatica of USAID funding. Concentration on improved technical
training a: the poste and village level would_ improve the primary health

care services offered. By increasing provider skills, training might also

help to reduce the quantity, and thereby the cost, of supervision.

In summary, while the projects training achievements are impressive, the

i-sues and priorities have changed, and new challenges loom between now

and 1989.

Supervision ic viewed as the backbone of the project. The importance is
reflected in ‘ob descriptions, in personnel training, and in the magnitude
of the budget allocation. There remaias, however, a number of problems

with the quality of the field supervision.

The philosopay of supervision approachés that of an inspection or nn'
audit. Data is collected and the forms are forwarded up the managerial
hierarchy. No significant feedback is provided, either at the timic of
data collectica or later. There also appears to be precious little

supervision o professional skills during site visits.



The project’s orientation towards supervision needs to be critically
reviewed. The options are essentially twofold. Either the emphasis on
supervisiza is reduced as part of the effort to curtail recurrent costs,

or alternztively the quality upgraded to justify the expense. The choice
may be mide to scale d.own supervision, Perhaps it is too costly, the
quality pcor and the prospects for improvement limited. Interestingly,
such a course of action would require 2 bolstering of ths training program

in order tc deveiop more self-sufficiency at the post and village levels.

Alternatively to improve sup'crvision. the role of the physicians at the
circonscription medicale needs to change dramatically. The medecin-chef
should perceive of himsell as the team-leader, rather than as an
inspector. This would require a re-orientation with substantial emphasis
on management skills. In fact, given the project’s over-centralization
and integration problems, it would be best to decentralize rural health
delivery services to the circonscription medicale level. ThcAmcdccimchcf

would manzze services in his own area, with the regional office providing

_the pecessary supplies and supports.

The Chef ¢z Poste plays the pivotal role in the project system.
Decentraliza:ion would involve only his immediate supervisor(s) at the
Centre de Saate in day to day management. Such an organizational

structure co:.d be employed to encourage a "hands on” management style.

Furthermore. the 100 - 150,000 population base provides 2 more practical



administrative unit for such a basic community service. [t also makes
sense to organize primary care scrvices at the level they are provided,
from the Centre de Sante on down, rather than to concentrate them at the

level of secondary care, the regional office.

This proposed shif't in management begs the question whether the medecin

chefs are capable, given the proper training, oi; filling this role.

. Clearly, quality supervisicn and quality management must come from this

level if such a system is to succeed. Plotting such a course, however,

will not be easy. .Personnel at the circonscription medicale level must be
targeted, trained, and supported in order to function as the system’s

managers. Further analysis of the problem and recommendations will come

in the management section of this report.
7. Manasyment Information Svstem

It is clear from our review that the current management information system
is an impediment to quality management. The established Ministry of
Public Health reporting system at the health post level is time consuming
and of little practical value. Chel de poste complain that they lack the
skills to manage data, and that they never get feedback on reports sent up
the hierarchy. Ironically, the presence of the project has extended the
problem an additional level to the villages. The initial data forms were
much too comprchensive and difficult for the village health workers to
manage. Recently impro;/cmcn'ts hgvc been made with the design of a more
basic form for illiterate workers. This particular form, with some minor

amendments, would better serve the entire system at the Health Hut level



Data collc.c'tion in the satel.ize villages is more trouble than it is

worth. Data, for example, the enumeration of home diarrhea treatments,
are difficult to obtain and :xercfore usually inaccurate. Furthermore,
data collection puts an addizional burden on the village workers.
Satellite village activities cz1 be adequately monitored in other ways.
The turnover in chloroquine supplies is an indicator of the anti-malarial
program whereas failures in the primary treatment of diarrhea will be
registered at the heaith hut cr the heaith poste level. Thus, there is no
need to collect data at the sa:cll'i:c village level. We recommend that

‘the practice be discontinued.

Data collection at the health poste presents greater problems. The
current system, with all its dgficicncics, is in operation nationwide,

Any effort to improve the situation, therefore, must come at the Ministry
level. Th. rccolmmcndation is that the projcct managcm.cnt and technical
assistance tcanﬁ work in tlandcrn with the liason personnel in the ministry

at the national and regional levels to address this problem.

8. Drug Supply

The evaluation team found thzt the village health hut drug supply system
was working well. Interrupticas in supplies in this autofinancing sustem

were uncommon. This achievement represents a dramatic change from the

carly days of the project. Nornstheless, efforts must be made at the
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Ministry Izvel to activate the Regional Pharmacy. Alternatively,

shortages 2 the Ministry supply system could well lead to a divergense of

drugs from the village supply.
9. Researss

The Phase ii project paper outlined an ambitious research program, and yet .
at mid-Phass little has been accomplished.

Th‘c probler is multi-dimensional. Fir;t, .thc scope of intended activities

‘was both ove:'ly ambitious and imbractica]. The project, given the poor
com;xxunity data base and the superf icialb level of service, should steer

clear of epidemiological research, For example, the vaccine coverage rate

is less than 10% for children under five in the Project area.* This clearly
indicates that research should address ways of improving coverage

-comparihg the effectiveness of. various delivery r'nodalities- rather than
looking at diszase control or vaccine failures. In short, project

research shou.d be little more than systematic problem solving,

The second fazet of the problem involves technical assistance. It

appears, from reading the project paper, that the techaical assistance
team was intezded to orchestrate research activities. Such has not been
the case. Whils the team ha; been on site for less than a year, it is

clear 'that the same old problems persist. The team lacks direction, and
has not been w:ll integrated into project activities. * This points to the

third and majc: reason for the lack of achievement in research, namely the

U The §0L figure is bas:: on prelf:inary survey results from the village and health post levels and talks
with Ministry of Pub..: Health officials.

The above say sliznt :-anges teing considered in tores of the iaplesentation of the research cosponent.

The Host Governaent c:tract with Harvard specifies that the technical assistance team will *advise on the
develnpaent of an app..ed research progras.® USAID regorts that the coatract linquage refiects presest -’.%)
intent related to operitions research sore accurately than does the Project Paper lanquage. \
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lack of management leadership. The project needs a iirong management team
to identify applied research priorities and to coordina:e the technical

assistance,

It is encouraging to note that a revised research progr2m, more realistic
in scope and practical in application, has recently beex outlined by the
project. This is a solid {irst step, and now needs to be zomplimented by
efforts to provide the management leadership necessar to implement the

program.
10. Management

A constant theme throughout this report is the projects’ lack of an
effective management team. Currently Ida La Faye single handedly runs the
project from the Kaolack office. It is in many ways thanks to her

dedication and dynamism that the project has been 30 suscessful,

Nonetheless, the project has become too large for a singls line manager to
administer. Rapid growth has created an overcentralized system. The
project coordinator is preoccupied with day to day tasks. 3nd working
relationships with personnel in Dakar and in the Region2l Medical Office
are fragmented, The result is that planning issues and problem solving
rcccjvc inadequate attention. Basié administrative duties need to be
decentralized, preferably to the circonscription medical level, and au
effective management tcam must be forged. Members of such a team must
include personnel from the prBjcct office, the regional medical office,

the technical assistance team, the USAID office in Dakar. and the National

13,
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Ministry of Public Health. The formation and nature of such a team must

be the project's top priority if the work at hand is to be accomplished.

The problem is compounded by long-tcrm overseas training, Two of the
three princ:ipal parties in -Kaolack, the regional medical officer and the
project traizing director, recently left for long-term training in the
United Statss. The project director is also scheduled to leave in 2
year's time. The overseas training policy is eviserating the project's

senior managsment ranks. While overseas training is important, a morc

‘gradual approach would serve the project better. In the meantime,

possibilities for further in-country training should be explored.
IIT Summaxry

In the foregoiag discussion, the various parameters considered by the
evaluation team have been reviewed. I have attempted to syathesize what

we have learnsd to date and to make some recommendations for the duration

of Phase II.

In conclusion, the achievements of the project are impressive. The Sine
Saloum is now covered by approximately 700 health huts. Primary health
care is now widely available, and generally accessible to 1.3 million

people. The project was able to double its coverage in the past two

years. Hundreds of people have been trained and new technical components
have been intrcduced in pilot areas. Necessary drugs are readily

available at the village level and efforts at autofinancing are being

explored.
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Perhaps the greatest testimonial to the success of the program comes from
village mothers who told us what a diff¢rence the health hut, with its

personne! and supplies, had made in their lives,

Nonetheless, the success of the program has created new problems and
different structural needs. A program as large as the Sine Saloum Rural
Health Delivery Services Project can no longer be run by a single person

in a line management style. Day to day administration of t‘hc project must
be dccéntralizcd and a senior management team forged so that new problems
and priorities can be addressed in a cohesive and skillful manner.
Formation of 2 management team is the projects’s major challenge. Oaly in
such a2 way can ba‘sic isﬁucs such as management informacion systems,
recurrent costs, supervision, applied research, and the introduction of
technical components be addressed. The USAID office in Dakar might do .
well to consider recruiting external technical assistance in management

training to help in their ¢fforts.

At this point, I wish to thank all of those who helped with the
evaluation. A large number of people, on the evaluation team, in the
Ministry, and with the project, gave the energy and cooperation necessary

to complete our enormous task.

Robert Cushman
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EVALUATION SURVEY QUESTIONNAIRES
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EVALUATION SURVEY QUESTIONNATRES

UESTIONNATRE

AUTORITES SAMITAIRES .1l
Région de Enquéteur
Département de Date

Arrondissement de

Identification

Nom

Titre depu.s quand

Date d'arrivée dans la localité

1. Quand avez-vous été informé du projet?

Annee

2. Comment avez-vous été informé du projet?
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3. Comment asvez-vous été impliqué lors de 1'implantation du p?ojct
dans votre localite?

4, A l'ouverture de combien de cases avez-vous participé?

cases :

5. Comment avez-vous été impliqué dans le déroulementt du projet?

-~ decisions / interventions:

6. Quels moyens de supervision utilisez-vous dans votre circonscription
médicale?
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6.1 Quelles sont leur provenance? R

Etat

Projet

Autres

6.2 Qui assure leur entretien?

6.3 A combien estimez-vous les frais d'entretien par semestre?

6.4 Qui assure la dotation en carburant?

6.5 Combien de litres d'essence recevez-vous comme dotation mensuelle?

6.6 Pour la suite du projet, quelle(s) solution(s) entrevoyez-vous
pour la prise en charge des moyens de supervision

~ Moyens logistiques

- Carburant

-~ Piéces de rechange et entretien
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6.7 Avez-vous relevé des signes pour cette prise en charge? —

oui ( ) Non ( )

Si oui, lesquelles ?

7. Que pensez-vous du projet?

Avantages

Inconvénients

8. Avez-vous des suggestions pour un bon déroulement du projet
dans votre localité?
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9. Aver-vous des sugpgestions pour l'apres-projet notamment eh 2

ce qui concerne les charges récurrentes?

686H/JS
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2. Date de aise en place du comite

&N

D

moia

a

1 Nombre de réunions tenues depuis la mise en place du
P p

3. Quels scnt les sujets abordes pendant ces réunions:

1

4, Demander les décisions prises, leurs réalisations ou

réalisaticn.

Décisiorns Réalisatio
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5. MHedicaments

5.1 Difficultés rencontrées pour réapprovisionnement ?
- Dispenibilité au lieu d’achat : Qui Non
- CoUt transport : Oui Non
-l ~ Autrs (& préciser)
5.2 Demander a voir le cahier de—stotk avec les—bons de commande -
- -
Cah:er Vu Non wvu -
bons 2 commande vil g Non wvus
5.3 Si vu, remplir le tableau ci-dessous.
! ! Date des commandes
! Situation 8 la !emmm e e ————— ———
- Produits ' date de départ ! ! ! ! ! ! ! !
' ou avril 1985 lemem ittt e et e Quantités! Stock
v/ / ! Quantité commandée selon la ! périmées ! actuel
» MOLs annee ' date ! !
Aspirine ! ! ! ! ! ! ! ! !
----------------- R NIUIURNURNUUE DUSSUNUE DRI DISUDUISY PISUSS PUAIPIEY DU DISIIRSERY PR
Chloroquine ! ! ' ! ! ! ! ! !
---------------- JSSIUPNE JSUIUY DU SISy PIVEIUSY JIVNE DUNIEY JESRIRREI SRS
Fer ! ! ! ! ! ! ! ! !
---------------- ORI RUIIVNIITY DUNUY DUNIUNE JUSIUVN PUGIUPNY DIFUPISY PRORSIS PRSTSIRTSINS SOTE
Terpine Codéine! ! ! ! ! ! ! ! !
---------------- USRI DU DI DUV, DIV DI DRSS PRRESIREES RS
Cnarbon . ! ! ! ' ! ! ! ! !
- ——— e e e e e e e e e e e f e -
’ Parégorique ! ! ! ! ! ! ! ! !
————— SRR DV RUUIY SRS JISIVNUE JICURUS USRS DRTSRRE SRS IR PR
Pipérasine ! H ! ! ! ! ! ! !
. S SSRGS  JUVOUUIT DIV PRI PRSI DIVSPIPNY JURIUNSY DU I -
Auréomycine 1 %! ! ! H ' ! ! ' !
S U JUUY DU DRI PSS DUVIUORS DIV PSS SIS PUPRE
Auréomycine 3% ! ! ! ! ! ! ! ! !

Nothbre d'inventaires depuis avril 1985 :

Si

el

non mernsuelle, puurquoi ?
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Gestion

6.1 Tenez-vous un cahler ? ouli / / Non

si non passer a 6.4 seulement

6.2 Si oui, demander a voir le cahier :

Standard / / Non standard /

6.3 Comment tenez-vous le cahlier :

Mensuellement / /
Apres chaque commande / /

Autre [/

6.4 Est-ce que vous faites le contrdle des finances ?

oui 7/ / Non / /

Si oul, comment le faites-vous ?

6.5 Comment sont généralement faits les contrdles ?
(voir le cahier)



6.6 Gestion

Remplic le tableau (résumé du contenu du cahier®) de gestion)

Exploitable / OQui [/ Non /

' Recettes H - Dépenses ! Disponible
Mois e e ! ' ! Entcetien ! Autre ! T ettt
' Cotisation ! Paiement ! Médicamenits ! Personnel ! ﬁp%ylettes ' Entretien ! Autre ! En calisse ! Banque
__________ Y S DUS Y BUSUIIUNPI JU SR (I DN PUIPISIREPEPES BRI R S S
Avril 85 ! ! ! H ! ' ' ! !
__________ JUNSOUNDREENE DAY BTSN DU U P S BSEREEE S UE S E S EE B
HMai 85 ! ! ! : ! ' ' ] '
__________ t et e Y Y e e e e e e
Juin 85 ! ! ! ' ' ' ! ! !
——— I R, | S [ | | S U, f e | U, |,
Juim ' 1 ' ' ' ' ' ' r
__________ ST DI SNIRE D UENURIIIES DU PPN DU IS PSR ISPE SRR SR R
AoGt 85 ! ' - ' ' ' ! ' :
__________ !_,_._.,___,_______l______________c________________!______________0_______~______r____,_________|___________~__!________-____l__________
Sept. 85 ! ! ! ! ! ! ! ' !
__________ | SO [ U S SIS B PP SR PPN IR P
Oct. 85! ! ! ! ! ! ' ! !
—————————— | SRS [PIVENSUSNSDNIS DU NSO DN PRSP PRSPPI SIS S S S B E S HEE S LSS
Nov. 85 ! i ! ! ! H ! ! !
__________ SO DRSS DUUUPI IR SEVINESSUI I SN DIIVPIPIRERU SENUEEEPREE, B SR IS S L
Déc. 8BS ! ' ' ' ' ' ' ' '
__________ Y eV e Y eV Y e e e
Jan. 86 ! ' ! ' ' ' : ' :
__________ UV U Y SO SUOU DRSSPI SNSRI NI PUGE S AR UEE
Fév. 86 ! ' 1 ) ; : ' , .
S . . P . . SR Y e [
Mars 86 ! ' ' v - ' ' ' ' ¢ '
__________ l_____.___,_._.__!__._____.______l_________________!_______,______l_____________._v_____________-|______._______l______~__,_g_________
Avril 86 ! 4 ! t ! ' ! ! !
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Observations de la casa

Case de Sale [ ] ou  propre

Remplir le tableau suivant pendant votre visite a la case.

Etat infrastructure

o et ot o st S o A 7ot b e o 4 S A S B o o o 450 A ey (R O e w4 A S 48 ey A S Pl At 48 B o Bt b P ot e ot e P ekt rpe o S S 8 it e ek o Sk okl U T S b b Sere o et om0 e ot O

-Appréciations/. . ! Bon ! Passable ! Mauvaisg
Désignation H ' !
e e o et am e e e e e e o} e e, e e e | et e et e o et e e e
Hurs ! ! !
_______________________ e e e b e e ! e e e e o e e o m
Tolture ' ! !
_____________________ N N
Fermetures ! ! ! - -
_____________________ S L B
- Dans la case correspondante 3 votre appréciation
~ sur les murs : noter tiges de mil, banco, ciment selon la cas.
- sur la toiture : paille, zinc, autres.
~ sur les fermetures : tige—de-mil, bois, zinc.
Matériel de la case
Code ! Désignation Tstandard ! Existant ! Lieu de ! Situation de
! ! Nbrer Etat ! Gardiennage ! départ
______ UV RSUNUUY! SR S NUNUEUSUUS DU OUUUUUUS DU
11 ! Armoire 1 ! ! !
12+ ! Table de pansenent 1 | ! ! -
13 ! Table de travail 1 ! ! !
14 ! Tabourets 2 ! ! !
15 ! Bancs 2 ! ! H
-—-21 ' Haricot P.M. 1 ! L !
22 ! Boite metal. moyenne 1 ! ! !
23 ! Pince cocher 2 ' ' '
—-'. Paire de ciseaux -- - - ! '
! Droits l5cm ! ! ! !
' Aulre ! ! !
! ! ! !
! ! ! !
' ' H !
! Ensemble 12 ! ! 4
\ t ' !
___________________________________________ L e o e ot i e o e e e e e

Retourner a la premiére page pour noter l'heure de la fin de l'interview..

-y - .- maram oo



QUESTIONNATRE "MEMBRES DE COMITE"

Poste da - Enquétrur -
Case de Date

NT& ,\»L 0,\\,0\Ji9.

Village de N L
VAA Laa A DSV

Hembre : e .

.................................................................

........................................................

ABe e e X I e e .

1. Pouvez-vous donner une description de la nouvelle politique (de SSP) ?

1.1 Si aucune réponse, demandez spécifiquement

1) Rapprochement des services de santé
Oui / / Non / /

2) Responsabilisation des populations en matiére de santé
Qui / / L/

2. Dans cette nouvelle politique, le comité que vous constituez est d'une
importance capitale, alors pouvez-vous nous dire briévement

2.1, Sa composition : , . ,
- QhndanX L d = o L —-CmvvaAAa;ni.au,QauaﬁIL,L__,\‘
= Bl Jaowines = Canidlil dan aan - Qo Namaimisatmnst L

2.2 Ses taches au niveau de la case

AR A AL A bt ot .« .t ¢ .. N « Al biam Ndais e R,




FLe |

3. Pouvez-vous nous décrice la manidéce dont vous procddez poumr vous

approvisionnetr en nedicaments

- Ne sait pas
4. Avez-vous cu des cuptures de stock 7

Oui /___/ Hon [/ / Ve salt pas /___/
Si oui, pourquoi ? i
Pour quel(s) produit(s) ? .
(S

5. Comment sont fixeés les prix au niveau de la case ?

- Ne salt pas
6. Comme vous le savez, vous disposez d'un dépdt communautaire, pouvez-vous

nous dire le rdle du comité au niveau de ce dépdt ?

- Ne hﬁmsc ¥0A
7. Quels sont les avantages apportés par la case ?

- Uu-;suﬁk,\gn .

»
Ton :
\"( .',"
N L , oY
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. Avez-vous releva dey

inconvenienta . ?

9. Quels sont wvos préoceupations en maticrs

10. Les ASC menent un cectain nombre

1C.Y1 Fouvez-vous L[ts5 CLLGT

10.

N

vos preoccupations ?

de

d'activiteés

) -
" AAA A . = () \ o~ 2 .
Q»—»(‘ A A P \S/\WW \m\_,

Qb;-*\-\ t.L,k & ‘Q/\.\:‘-»:bt&

santae 7

au niveau de votre localite.

Quels autres activites souhaiteriez-vous qu'ils menent par rapport a

o W?LJL o A

9 Adhint hAsndh S o8 o
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QUESTTONNATRIC AGENT SANTI COMMUNAUTATRE_ (ASC)

Voste de Enquateur
Case do Date
Debut de L'interview Fin de l'intecrview

Identification

Nom Age Sexe

10. Formation de base: '
Secouriste - hygieéniste (_)
Hatc-one )

11. Qu est-ce que vous avez été formeé?

Poste da Sante

Centre Madical

Autre
12. Année de formation
13. Durée de formation -
14. Avez-vous commence vos activités dés la fin de votre formatlon?
Oui
Non

14.1 Si non, combien de temps avez-vous attendu? mois
14.2 La durée de ces activités
Calcul par l'enquéteur

( ). ans ( ) mois

g

\‘?d\
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Recyclape de la Formation de base

Sujet Nombre(s) Date(s)

Volets Techniques

(Pour les zones tests, continuer, mais pour les zones d'extension,
passer au point 20 et suite)

RVO (Diarchee)

Mnte ronte
Formation {___ ) Période ( ) ( ) par qui
Recyclage (__ ) Periode (__ )« ) par qui
PEV (Vaccination

Mois Année
Formation (__ ) Période ( ) ( ) par qui
Recyclage (__) Période ( ) ( ) par qui :
Croissance/Nutrition

Mois Année
Formation (___) Période ( )« ) par qui
Recyclage (__ ) Période ( )« ) par qui
Anti-paludisme

Mois Année
Formation (__)  Période ( ) (¢ )  par qui
Recyclaige" (__‘__) Période ( ) ( ) par qui




2.

2.

- 2.
12,

2.

2.

23

4.

4

L4,

5

5.

6

6.

£

.1

Les activités que vous menez recouveent-elles les prineipales
préoccupations de votre localité en matiéve de ganté?

oui  (__) Non (__ )

S1 non, que souhaitericz-vous faire d'autre?

Les malades trouvent-ils tous les médicaments dont ils ont besoin
dans la case pour les premiers soins?

oui (__) Non (___)

Si non, que souhaiteraient-i.is coume dulces wmédicaments? :

Avez-vous ecu des cuptures de stock

Oui ¢ ) Non ( )

Pour quels médicaments

Combien de villages dépendent de votre case?
Combien de villages fréguentent votre case?

Vous acrrive-t-il de vous rendre dans les villages polarisés
(dépendants) par votre case?

Ooui ( ) Non ( )

Si non, pourquoi? (Notez les raisons invoquées par L'ASC)

.

>



o Foay

o LA A

6.2

. 6.

SLooui (3 26), par quel moyen?

Si oui, (3 26) pour rendre quels genres de service?
(Notez les secvices déclacéu)

‘

Occupations et motivations

v

Quelle était votre activité principale avant L'implantation de la case?

Quelle est votre principale activité actuellement a part le travail de
la case?

Vos activités 3 la case génent-elles vos activités normales?

Avez-vous des heures fixes d'ouverture de la case?

- pendant L'hivernage

- pendant la saison seéche

Que recevez-vous en échange comme motivation?



3.

A

.2

6

51 cien (4 3.4), que vous a-bt-on promis comme motivation?

Supervision

Combien de fois avez-vous #té supecrvisé (durant les 4 derniecs mois)?

Que fait le supecviseur lors de ces visites de supervision?

Collecte des données
(voir les rapports)

Notez les chiffres concarnant les différents faits sanitaices au niveau

de la case. (Depuis le début de 198s)

Consultations

Déces

Naissances

Accouchement dans le village

Avez-vous transféré des malades vers le poste de santé:
(depuis le deébut de 1986)7

oui ( ) Non ( )



5.2.1 S1i oul combien

pour quelle raison

Combien de ces malades avez-vous revu aprés leur traitement au poste?

5.2.2 Si reon. pourquoi selon vous ?

6.0 Prévalence du paludisme et de la diarrhée durant la dermiére campagne
6.1 Nombhre de cag de paludi-me

6.2 Nombre de cas de diarchée

6.3 Nombre de cas de diacchée traités pac RVO

Fin de l'intecrview pour les zones d'extension
Passec a la premiere page pour notec Ll'heure de la tin de l'interview.

7.0 Connaissance des volets techniques (pour les zones-test seulement)
7.1 Décrivez votre rdle dang le prograrme de lutte anti-palustre:
7.2 Donnez leg différentes doses par groupe cible:

(Notez les déclarations de L'ASC)

- Chimioprophylaxie:

- Enfant 0-11 mois comprimés/semaine
- ,.n '. 1‘_ 2 ans »" "
o " 3 — 4 an (1] "

50U A SR A NRISAAT i e e R
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~ Chlmio--thérapie:

- Bafant 0-11 mois comprimés/semaine

- " 1- 2 ansg " "

- " 3- A ang " "
7.3 Décrivoz volroe rdle danyg le programme RVO:

7.3.) Donnez la composition de la golution RVO:

Composantes Quantités

7.2.2 Décrivez la méthode d'administration:

Passez-3 la premidre page pour noter l'heure de la fin de l'interview.

0678H/JS



QUESTIONNATRE ANIMATRIGE

Posta de Enquéteur
Case de Date
Village de
Début interview y . Fin intecview .
Identification
Nom Age .
10. Formation de basa:
11. OU est—-ce que veus aves wié Sfoind?
Case:
Poste de santé:
12. Année de formation
13. Durée de formation
14. Avez-vous commencé vos activités dés la fin de votre formation?
oui (___) Non (___)
14.1 S1 non, combien de temps avez-vous attendu? moisg
14.2 La duréde de ses activités - calcul par l'enquéteur:
(____) ans (_____) mois
15. Recyclage (volets techniquesg)
15.0 Avez-vous été recyclée pour?
Recyclage Nombre Durée Par qui
de fois totale
15.1 RVC -)_(Diarrhée) () ( ) :
15.2 Anti-paludisme () ( )

Moathnhir SR RN . R AR EYTI youp: g ety SIS RIMUL Vo, TV TN TR




20.

21.

22.

22.

22.

22.

23.

23.

‘.

Activités

Quelles sont les activités que vous devez mener au sein de votre
localité?

Aprés votre formation aviez-vous rencontré des difficultés pour mener
vos activités?

oui ¢( ) Non ( )

Si non, passez a 23.

Si oui, lesquelles?

Avez-vous résolu ces difficultés? oui ( ) Non ( )

Si non, pourquoi?

Sengibilisation des populations

Leg femmes connaissent-elles votre rdle dans le cadre de la lutte
antli-palustre et de la RVO? .

oui ( ) Non ( )

Si non, passez a 23.3

N“*NN

\37

N



1]
23.2 S1 oul, comnent ont-allas ota laformdes da votere vdle?
(ne pas sugpgérer les réponses)

( ) Radio
( ) Réunion comité de santéd
- ( ) Comite des mamans

- ( ) Porte a porte

- ( ) Réunion avec chef de Poste
- ( ) Autres (3 praciser)
23.3 Avez-vous formé les meres apres votre propre formation? ’
oui ( ) Non ( ) si non, passez 3 24.

Nombre de séances tenuuos

Hombre de meéres formées (au total)

23.4 Avez-vous eété assisté pendant ces séances
oui ) Non ( ) Si oui, par qui?
24, Corment a été assurée votre premiére dotation en chloroquine?
24.1 A combien s'élevaient vos recettes au cours de la campagne passée?
24.2 Avez-vous eu des ruptures de sgtock?
Oui ( ) Non ( )
24.3 S1 oul, pourquoil?
25. Vous artive-t-il de vous rendre dans les concessions d&e votre village?

(dans le’ cadre da vos activités)

oui ( ) Non ( )

— ——



25.1 51 ooui (29) pour rendre quels penres de secvice? (notez leyg secvices
déclaces)
25.2 Comment ocrganisez-vous la distribution des services:
() Domicile (chez vous)
() Acbre A palabres
( ) Porte a porte

Occupations et motivations

26 . Quels sont vos jours de rendez-vous durant la campagne de
chloroquinisation?

27. Combien d'heures étes-vous disponible le(s) jour(s) de
rendez-vous?

28. Supervision
28.1 Combien de fois avez-vous été supervisé (durant la campagne

précédente)?

Si jamais supervisée, passez a 40,

29. Par qui?
30. Que fait le superviseur lors de ces visites de supervision?

30.1 Que pensez~vous de la supervisign?

4

REEENE v
.



o b B 85T R .

Collecta deg donndes (voisr rapports aensurls)
Sioelle n'a pags de capport, passez a Al
40. Recueillic lea donndes pour 1985
Chimioprophylaxie - enfant 0-5 ang

- femme enceinta

Diacchean ~ nombre de mores qui viennent demander
conseil

40.1 Lo nombre de cas de diacchée pour la néme période:

40. Le nombre de fois que la RVO a été effectuée dans votre localité:

N

41 . Avez-vous transfécvé des malades vers la case de santé?
oui ( ) Hon  ( ) R
42, Avez-vous transféré des malades vers le poste de santé?
oui ) Non ¢ )
42.1 Si oui (pendant les 3 dermiers mois):
- case Poste
combien

pour quelle raison

42.2 Si non, pourquoi selon vous?

. Pyt L
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4%,

51.1

51.2

52.

52.1

Combien de crg malades avez vous cevi apeag bear Heat bement

oA La cann?

Connaissance des Propoeammed

AN

Décrivez votre role dons le propramme de lutte anti-palusteo:

Donnez les différentes l'osey par groupe cible:
(notez les déclacations de L'animatrice).

~ Chimioprophylaxie:

Enfant 0-11 mois

i

- " 1- 2 ans "
- " - 4ans ______ "
- Femme enceinte "

Collecte des données Palu

Comment enregistrez- sus:

les inscrits

comprimés/semaine

"

"

pasita

les prises de chloroquine

Décrivez votre rdle dans le programme RVO:

Donnez la composition de la solution RVO:

Composantes

Quantitég

—



N7 Dacriver Ta methode A adming st cat ton de

52,3 Utilite de la RVO:

Collecta des données RVO:

Comment enregistcer-vous:

les cas de diacchée

I

RV

L'utilisation de la RVZ

Retournez a la premiére page pour noter 1l'heure de fin de

1'interview.

0681H/JS
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A S R (O 1 D A I S I COULSTTONNATRES MERESY

[DENTIFTCATION
Des que vons arrives daons le village vons devrez procdder de
: fagon “nivant e
) A Mottee Lo nom du poste de santd, de la case de santé, du
. vitbagne sitpe ou polarisé, la date et L'heure du ddbug
’ d'enquite et votre now.
* Demander 12 vom du Chef de carrd, de 1'enquete, 1'dge ec ‘
- L'drat matrimonial de 1'enquitde
-m; MR un carceé peut comprendre plusieurs ménages.
Frat matrimonial : 1'enquitcde peun dtre maride, célibataire
ou vauve,
y |
* Neter le nombre d'anfants (0.5) qul sont sous sa tutalle,
civant s oou ddcddds (xalev yinga yoor)
-« durant la campagne suivre 1'établissement des numévos d'ordre

guant a leur ilaterventlion au couvs de l'enquéte - Insistaz surtout

sur 1'3ge de l'enfan:.

ALADIES - CIBLEZS DES FROCRAMMES

[

- Se rappeler toujours de la périodz "(hivernage passé’ qui ast

. un point de référence tres important.)

I

Paludisme = Siburu, Rougecle = Ngass

Hdlazbazaan on Xouret

#

Coqueluche
Téctanos = Diad

Pour le remplissage, mettre 3 l'intérieur des boucles le nombre
de cas (nembre de fois).

NB : Pour les éwacuﬁcions, se rappeler que seule une compétence
peut le faire & pariir d'un point de référence : «'est a dire

- Evaluatiqgn )
malade (mére ou anfant) ———> /case de santé/ > / Poste santé

' | . | f
(-




7. VACCINATION (Ni k)

ol Mere (prngu ou niaku djipucne bu weral) cocher les cases

corvespondantes,

Avez-vous recu une carte de Vacetnation  ?
Al

et olle vous wontre la carte : mettre V dans la boucle

-~ 51 oul
et elle ne wous montre pas la carcte @ mettre NV dans la
boucle

- 51 non mettre une croix dans la case correspondante,

* Enfant : les enfants sont-ils vaccinés ? Cocher la cas: corres-

pondante.

Si oul réclamer les cartes de vaccinations raemplir les
observations suivantes.

S1 non passer a la question sulvante en insistant sur le
lieu de vaccination

NB = le noera de passage corraspond aux vaccinations
cubies selon le libellé de la question précédente. Le lieu

de vaccination est tres lmparcant

'‘ROGRAMMME DE LUTTE ANTI PALLUDIQUE

1.1 Mettre une croix a la case cotrespondante
1.2 IDEM .
1.3 IDEM |
2 - Cocher la case correspondante et n'oublier pas de noter la périodicité.
3 - Cocher la case correspondante ‘
b 1DEM '
4.2 IDEM



ho3

7.2

STV enquiecee donae comme tatson Teocoiit des comprimen, cacher 1a

cane de la question 9 sinon poses ba oquestion 9

Redever 1o nombre de comprimeés que Yenquiétée aura i donver pour 1a

préveation pour chaque groupe cible et quelle que soit La quanticd,

Cocher la case correspoudanta. L'esseatiel est qu'll y est un

prélevement sinon passer J la questlon passer a la question 8.

Mectve une croix a la case corrrespondante

IDEM

2 cas

(%2

e présentent
les réponses spontgndes et las raponses guldées.

cocher la case correspondante selon la réponse de 1'interviewde

Critique = Guis Guis suggestion = xelel

PROGRAMME RVO

~ cocher la case correspondante tout en se vréfdrant aux numéros d'ovrdre des

enfants de moins de 5 ans listés aux chaplitres portant sur l'identification.

la période demeure important.

Cocher directement la RVO si elle cite la composition du mélange
eau - sel - sucre. Lister ci-dessus les méfhodes auxquelles elle a eu

a recouvrir.

Cocher la case correspondante
NB = si elle ne connalt pas la RVO, retourner 4 la lere page pour ncterv

1'heure de fin de 1'interview.



4

/)

Meotre une crolx d ba case correspondante; praciser les autres

sources sitoelles existent,

Demander & U'eaquidtde comnent elle prepare et relever tout juste

.
ses déclarations pour L administration [DEM.

.
Mettre une croix cevant la ou les réponses fournies par 1'enquétde, )

surtout ne pas suggérer des réponses.

Mettre une croix devant la cage correspondante

IDEM -~ &'oublicr pas de préciser la case "autres" -

Se conformer aux instructions figurant sur le questionnaire.

Si l'enquétée n'a pas de probleme dans la pratique de la RVO, mettre
une croix dans la case "aucun" . Sinon cocher la ou les cases des
rubriques ci-dessous liscées.

Neter les mesures d'hygiéne citées par l'enquécée.

Ne pas oublier de retourner a la premiere page pour mentionner

1'heure de fin de l'interview.



QUESTIONNALIRE MERTY

— S R Data _ . —

! !
! P3 de ! Début
! !
! Cane de ! Fin
! !
! Village da ! Enquéteur
[} ]
! !
Idontification

Chaf de carré

Nom da 1'enquatée

Age

Etat matrimonial
Nombre d'enfants 0-5 ans

! ! ! ! !

! Prénom ! Nom ! Sexa ! Aga !

! ! ' ! !
v ! ! z !
' 1 { ! ! !
! ! ! ! ! !
! ! ! ! ! !
' 2! ! ' ! !
! ! ' ! z
vt ! ! ! !
'3 ' ' ! !
! ! ! ! ! !
! ' ! ! ! !
1At ! ! ! !
r_t : ! ' !
: H ! ! ! !
N ! ! ! !
! ! 1 H ! !




2,

€. HMALARIEI - CIDLEJ DREQ PROGRAMMED

Au cours de l'hivernage passad, aver-vous relevé des cas da :

(en ca qui vous concerne vous et vos enfants de moins de 5 ana)

Nombre de cas

Mara Enfants Evacuatlon Guérison Décas
Psludisme ) (__) () (__}
Paludismme () () () (_)
Diarrhée (D () ) ()
Rougeols (__) (_ ) () ()
Coqueluche () () (__) ()
Tétanos () () (__) (2

Yaccinationsg
2.1 Mére:

durant la grossesss - (VAT) teéetanos (_0 ) (1) (_2)

Avez-vous re¢u une carte de vaccination Oui (___) Non (__)
2.2 Enfunts
a) Sont-lls vaccinés Oul (__ ) Non )

b) 81 oul ont-ils des cartes de vaccination?

oul ( ) ¥Non ( )

i
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81 oul, remplir lens obaarvations ¢l -dessocus

Enfant

Enfant

Enfant

Enfant

Enfant

BCG

BCA

BCa

BCG

BCG

) pPTCP (.

) pTCcep (.

) DTCP  (_

D) DTCP (___
) DTCP ¢

3! nor, demandsz les renseignements sulvants:

Enfant .

Enfant

Enfant

Enfant

Enfant

Nombre de passages

/¥

R/F]

R/FJ

R/FJ

R/FJ

AR
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I, ProeRAMME DE_LUTTE ANTL PALUDRIQUE

Aver-voun en a vous prévenis du paludiame l'hivernage pansé avec de
la chloroquine (parc)?

Vousa? Oul (__ ) Non (___)
81 oul: ralson (grossesse (__ ) autre (___ )
Voa enfants? oul ( ) Non (___)

(8L non a 1.1 et 1.2, passer a 5)

(81 oul a 1.1 ou 1.2, continuer 1l interview) :

Ou vous approvisionnez-vous en chloroquine?

Animatrice oui ( ) Non ( )

ASC oui (__) Non ()

—— ——

Autre A préclser _

Si oul: périodicité

(sl l'approvisionnement se fait chez l'animatrice, continuer
1'interview)
S1 autre, passer a A

L'animatrice a-t-ealle été toujours disponible pendant les périodes
d'approvigionnement?

oui (__) Non (__)

—— mt—

mor

'1-”""



7.

W

Las prises de chloroquine ont-allns 4té régullihran?

Pour voua? oul () Non ()

Pour vos anfantn? oul (___) Hon ()

S{ non pourquoli?
Goat désagréablae? ( )

Autre & préclser

31 enquatee donne comme raison la coGt des comprimes, cocher

=

oul a la question 5.

Si pas de référence su colt, poser la question 5.

Avez-vous été limitde par le colt des comprimés?
Cul ( ) Non ( )

Pouvez-vous donner les doses par groupe-cible?
(poser la question par rapport a chaque groupe-cible en le citant)

enfant 0-11 mois ........... comprimé (s) par semaine
enfant 1- 2 ans  ........... comprimé (s) par semaine
enfant 3- 4 ans ........... comprimé (8) par semaine
fermme enceinte  ........... comprimé (s) par semaina

Vous a-t-on prélevé du sang (vous ou vos enfants)
Oui ( ) Non ( )

(s} oul, continuer l'interview

sl non passer au 8

Avez-vous compris les ralsons de ces prlevements

oui ( ) ¥on ( )



7.

Avez-vous atéd informéa des réasultats den analysesn das goul bas da
sang prélavéas?

oul () Non ( _ )

Qualles sont los autres moyens qua vous aver pour la Jutte antl
paludique dans votre village?

Attandre la réponse spontanée de 1'enqudtée, sl pas de réponge,
guidar la réponsae

Réponaa Réponse yuidéa
spontanéde
Moustlqualre () (3
Insecticide autour
des malsons (__ ) ()
Elimination das gitesn () (__ )
de larvalires
Desherbage ( ) ( )

Autre (4 préclaer)

Quelles sont les suggestlions et critiques sur 1'application du
programme de lutte anti-paludique dans votre village?

P



9.

9.

1

2

[II. PROGRAHME RYQ

Vos anfants ont-ils eu la diarchée durant ces 3 darniers mols

enfant 1 Oul (___ ) Non (___)
enfant 2 Oul (_ ) Non (__ )
anfant 3 Oul () Non (___ )
anfant 4 Oul ( ___ ) Non (___)
anfant 5 Oul (__ ) Non (___ )

Que faltes-vous habltuallement pour prévenir les conaséquances
de la diarrhea chez vos enfants?

Connalssance de la RVO Oul (__) Non (___)

Comment avez-vous traité votre enfant la derniere fois qu'il
avalt la diacrrhée?

Continuez-vous a nourrir votre enfant pendant la diarchée

Oul ¢ ) Non {(__ )

Fin interview pour les femmes qui ne connaissent pas laz RVO.
Retourner & la premlére page pour noter l'heure de la fin
de l'interview.

P T R R PR R R R R R 2 ERFEE b R LR A B 2 LEL LA R B A Rt l b
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11

Comment. avar voun apprias l'uytilisation da la RVO?
A partir d'une aimple Informationt
out () Non () sourca(a) - radlo oOul () won ()
~autraes
- & partir d'une démonstration?

oul  (___) Non (__.) pac qul? .

~ Autres & précisaer

Décrivsz le procéde
- pour la préparation de la solution?

composgantes? Quantités

pour l'administration de la solution?

-+

Quantité a4 quel moment?

+

Pendant comblen de temps pour une amélioration éventuelle?

+ Que faut-il faire si a la limite 1'état ne s'amélliore pas?




- &l

£ |

sl

13.

12

13

14

Quals avantages prassntn la HVO?

(ne pak suggarar lan raponaen. Hettie une ctoix davant la oa [as
réponnsas fournlan pacr 1'anquét fe)

( ) pna da rédponnn

(.. arcAter la dlarchéa

() lutte contre la dashydratation

(D apporte da 1'énnrgle

() autre (A piécimar)

Face au(x) cas de diarrhéde, averz-vous toujours utilise la RVO?

oui (__ ) Non )

51 non, pourquoi?
( ) pas l'occasion

( ) autres a précisar

Pouvez-vous nous dire le nombre de fuls que vous avaz utilisé
la solution RVO (8i le nombre de cas déclaré est égal a4 1 (un),
mettre 1 & nombre de préparation et passaer au polnt 15).

~ nombre de fois (8i la réponse est 'pour tbuu les cas
déclarés", notar le nombre de casg déclarés comme ncmbre de fois)

~ au molns fois (dans le cas ou elle ne se rappellera pas
du nombre exact).
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Rancontraz vous den problamen dane Ia pratique de la RVO?

Aunun 9 !

Financier ... 0 o o oo Oui ( ) Hon ()
Diaponibilite an sucre ... .. ... ... oud ) don ()
Disponibiliteé an eau... ... ... ..., . Ooui () Non ()
Disponibilite en sel ... ... ..., . ... oul () Non () -
Disponibilité bois de chauffe......... out (__ ) Non ( ) '

Que devez..vous faire pour prévenir votre enfant contres la dlarchée?
(noter les mesures d'hygiéne citées par 1'enqudtéa)

.

Retourner a la premniere page pour noter l'heure de fir de 1l'interview. -
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[. THIRObOCTTON
A. ook at the calendar

In 1978, the Vorld Health organlzatlon chose the year 2000 as the targoet

date for a dramattc objacttver Health for ALL, How Jess than 0000 dayn away
from Saturday, L Joawuary 2000, and fa splte of tremendous efforta to tmpLlement
primary health care, ic {ys not at all clear that progress 1 befong made
towavds that goal.
B. Listen to the debate

1. Progress towards preservling the Lives of our chlldren Ls now actually

slowlng down. (1)

2. We have the potential for a revolutionmary improvement in the
well-being of children that is as momentous for the children in the decade
ahead as was the Green Revolutlon for increasing grain productioun. (2)

3. We endorse the coancept of primary health care and contend that there
18 no valid reason to questlicn "Health for All by the Year 2000" as a feasible
goal, (3) i

4, In many instances, primary health care 1s not adapted to the needs of
the people. (4)

5. There is a risk {n trying to reach that goal in ways that becone 80
standardized, so ilmiersounal, so controlled by those in power, that many of the
human qualities esseacrial to health-and to health care-are lost. (5)

6. Negative iczpatience 1s loomiog on the horizom. I am all for
lmpatience if it leads to better and speedler actioun along collectively agreed
lines. But I am agalnst it if it imposes fragmented action from above. (6)

C. Examine the hypotheses

Recommendations for the improvemeant of PHC fall lato three major
philosophical categories:

1. Better program design, management and implementatioa.

a. Much greater attention must now be directed at improving the
management of health programs and devising programs that can be self-financiog
over the long term. (7) '

b. There i3 a need to demystify and simplify the managerial process
for national health development. In spite of attempts to do so 1in this
document, the process remaians complex. (8)

c. The objective of the recent WHO coonference in Bamako was to
enable the participants to understand the meanlng of PHC management. (9)



2. Communfty supportive progrand
Community particlipatlon 1o more than Just flonanclal sappor .
Supportive programs encourage reaponstbility , Intttactve, dectaton mak ing and
gelf-rellance at the community level. (10)

3. Modern technology

We belteve that £f there s to be hope of approachitay that tarpet
that the best of modera technology will have to be employed. (L1)

n. Accept the challenge

In the final analysis, PHC (s a comblnatlfon of political will, technical
implementation and comaunity responsibility. Although there is much
disagrecment as to which approaches are best, there is also much agreemant.
Do we not in fact agree that:

1. There 1s no one right or magic formula.

2. No atrategy will be without errors.

3. The goal is worth the effort.

4. We can do wmuch better,

Paradoxically, we nhealth professionals have ourselves been part of the
problem in that we have proposed and implemented actions which have been too
ambitious, complex and costly. Now we have learmed that to have a big impact

we must start small, to achleve rapid results we must proceed slowly and to
8olve complex problems, we must use gimplified methods.

o\
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The theory of management In primary health care goes ag follows

1. PHC requirea o natlonal strategy.

2. The atravegy must be Loplomented,

o Implencntarion requires rational declston-making (managenent).
4. Management requlres informarion.

5. Informatlon requires data analyslig.

6. The data wmust be reliable and valld.

Thus a MIS can be deiffned as systematic dava generation, analysis and

communicatlon of resulns which perate onzo,l.n,{; evaluatlon and racional

declsfon-making. Unfortunately sucll an Ldeal 15 rarely seen in practice.

"Decislon-making for health development is rarely based on rational
criteria or informatfon feedback. It 18 governed by vested interests,
pre judice, outcomes of power struggles, culture of bureaucraclies and
preccuceived assumptions about lnterventions partlicularly of the
technico-medical kiand." (12)
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TrL. MIS-PHASE T

The one work that best deserihes (6t s "HEAVY” . People are In apgrecment
from the village to the natfonal level regardfog the followling polnts:

1. There are too man  formsg.

2. They are too complicated.

3. The sysvem Ly parallel to the national one.

4, Instructions and tralning concerning use of the forms have not bheen

adequate.

5 supplies of printed forms gometfmes run out.

6 Collection of reports have been frregular.

7. Few analyses have been done.

8 No feedback of results has occurred.

9. When special studies are done, the results are often long ln coming.

In other words, already overworked people see the reporting system as an
added burden that to date has provided litctle useful information. Let's look
at each level of the system to get a better understanding of the prcblem.

A. The village

Forms geen at the village level may include any or all of the following:
1. Births

2. Deaths

3. Consultatloos

4. Moanthly summary of activities
5. Chloroquinization record

6. Child register

7. Financial record

8. Stock chart

9. Inventory chart

10. Orders for medicines

Reports are written ln Freoch, Wolof (including Arabic script), by means
of pictures or anv combination of the above. Even when records are fairly
well kept, many errors exist. Here are some examples.

1. Birth notebook:

Age may be understood to be the age of the infant at baptisr (8 days).

2. Consultation notebook:

a. The definition of a patient geen for the first time 1s not
consistent.

b. Symptoms and treatment are sometimes mixed together in the same
' column.



B.

Monthly summatoy:

(The carepgortea are numbered trom ) -28)

() Munbher of villages: Ravely used
(2,3 Contuston batween patlentn and new patlents
(13-) Coufuston as to whether or not the number of ohildien

utdder 5 and women from ages L5845 should add up to the
total nuaber of patlents seen

(6,10,11) The distiactlon between malarla, fever other than malarta
and headache (s not clear

(7,12,15) The distinction between diacchea, stomach ache and
vomltling L5 not clear

(10) Fever other thaun malarfa {s gometimes (nterpreted as being
any other symptom not speclfically designated on the form
(19-23) Sanftatlon and technology activitles are rarely racorded
and wheu done, the meaning of the numbers 1s not clear
(26,25) Distinction {5 not made between live and still births
(26-28) Deathy are rarely recorded

The Health Post

The

following lunclude many but not all of the forms that are f£illed out

at thig level:

C.

1.

N

13,
14.
15.

The

Nosology report

Monthly PPhS acrivities including master charts for all weighing
sessions

Rural maternlty report

Maternal aad child care report

Monthly suamary of health hut activities

Monthly sanltation and health education report

Monthly activity reports by che aurse and sanltation technicilan
Monthly, quarterly and apnual work plans

Chloroquinization report

EPI report

Self-financing report

Status of the community pharmaceutical depot

Minutes of the health post monthly coodination meeting

Miautes of meetings with the health committee

World Bank report form belng tested

Department (Medical Center)

Once a month the health post nurses meet with. thelr respective
departumertal doctors and deliver their reports to the departmental
supervisor. The Supervisor in his turn is respoansible for the following
reports and more: '

1.
2.
3.

Materoal and child health synthesis
Chloroquinization synthesis
Synthesis of community pharmaceutical depot reports



Ao Activity report s ool o state stractuares
n. Infectlous dineases
b, Nonolopy veports
c. Dental offteen
d. Famtly planntog
e, Child prorecut
o Health havg
6. HMouthly EPT report
7. Self-tinancing report
8. Quarterly tuberculosis report
9. Quarterly maternlty raport
10, Status ob the departmental pharmacentical dapot
L1, Nosology report of perdonal consultatfons

A, Trtp reports

D. The Reglon

The reglonal docter sees several hundred pages of reports cross hils desk
every mouth., These reporcs do not provide management or evaluatlon
fnformation for there (s not enough time to read them, let alone do analysis
or make declslons based on their contents. Although the aneced fs clear, no
statisticlan has been avatlable to date.

USAID Project Offlce

Reports are filled by health post. A post folder may coataln any or all
of the following:

l. Monthly and quarterly health hut activitles

2. Monthly activity reports for the health post nurses and sanitation
techanicians

Monthly, quarterly and anoual work plauns

Mouthly sanitatioo and health education activitles

Village latrine ianventories

Village well iopventories

Chloroquinization activities

Popular participation report

Letters

10. Minutec of various meetings

11. Supervision reports from departmental inspectors and doctors
12, NCH reports

LCo~d s W

E. The Natiocal Level (Office ¢f Statistics)

The same problem exists. There are too many reports and too hew means
and personnel.

F. Summary

By ambitiously wanting to know something about everything, we have eanded

up by knowing little about anything. During Phase I of the project, strict
attention has not been paid to the severe ccastraints of personnel, training
needs, supervisory needs, supplies and costs.
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v, PrROPOSNL TOlC A STHPLER HTY

A What shoutd be meaqcared?

Tdeally we woatd T{ke tao he able to weasire health oand the meana of
achiceving 1. o practtee, even ander thie hest of o froumatances, thils {5 ot
canlly done,  Flrat, even 0 we apree with WHO s det fntt ton of health, 13 1y
not eantly operarttonalterd tnto operational terms, Second ) we cannot meaann e
all Inpuats ond outputa, ond even Howe conld, we are olten ansure of the
celstence magnltade and divection of the relatfonships betveen them.

Thus the best thao we can do s to carelfully choase a (ew proxy
Indfcators walvh will serve as a basis {or cautious estimatlon of the
effectivenrss of our activities.  What are the deslrable properties of these
{ndlcators?  WHO proposes that chey should be of four types.

Health polfcy tndficators

Social and ecconomic indlcators
Provision of health care indicators
. Health status indicators (13)

. e

4
Other conceras often expressed are that the {nd{cators:

1. Be qualitative as well ag quantitatlive
2, Be achievable, wmeasurable, reliable, valld, sensitive to change and
relevant

To these general ootious let us now add the stringent criteria thar this
project imposes on the lnforwation systein.

Integration {onrvo the Mialstry of Health

Feasibilivy at all levels glven persoavel aod flnanclal constralnts

Slmplicicy

4, Proviston of fndlcators for evaluation of progress apd impact

Provision of ilndicators for decision-making

6. Standardizarion to allow comparisons with other PHC projects, both
national and international

7. Timely feedback at all levels

8. Provision of the basis of an epidemiological surveillance system

W N =

o

B. A Basic Proposal

The most basic information system consists of 4 indicators which can be
calculated from 6 variables generated from 2 notebooks in each village. It is
important to note that none of the lndicators require the use of population

flgures.

1. a. Indicator: Low Birth Weight
b. Definition:
Live born babies with birth weight less than 2.5 kg
——————————————————————————————————————————————— 2.5, %g x 100

Total number of live bora babies

N



Wang e LDty Hp to W%

DY Do ta 45

Waorld Averagpe: [
Dt Sonrees Birth notehook
fote et ot tant Low bterh o wetfsht (o conntdered to be the moot
pla ttbeant Iondteator of rlske ta the sarvival, prowth and
devetoninens ot a newborn. Tl T tdent b fes babfes who
need apeetal cares T ta algo an fudfeator of the hoalth aned
nutr i tional status of the mother and f bteh may be evidenee
ob such thfngs as short birth tntevvals and chionle malacfa.

a. ndicatorg: Tnfant mortallty rate
b, Pefinttion:
Humber of deaths voder Loyear durfoy a time perlod
L o e ot e ke L))
Number of live births durlng the same perlod
c. Range: LDC's: Up to 200/1000
DC's: Down to 15/1000
World Average: 90/1090
d. Data source: Village birth notebook
Village death notebook
e. Interpretation: The IMR has long been used as an indicator of
fofact bealth statua, maternal health status and the effective-
ness of health services and family pleaning. It t3 also a
measure of socio-economlic status, being sensitive to environmental
sanitation and standards of liviag. It should Ye noted that
although the IMR 1is often expressed on an angual basis, it can
be calculated over any time period provided that it is the same
for tsth the numerator and denocminator,
a. Indicztor: Preventable infant mortality rate
b, Definition: ‘
Numbe: of deatns from age 8-364 days
e e e e e e e == x 100
Total aumber of deaths under 1 year
c¢. Range: LDC's: May be greater than 80%
DC's: 1ilay be less thaan 20%
d. Data source: Vilage death notebook
e. Interpretation: In situatioms where population figures are not
accurately known, this indicator (also called a seppental ratio)
is often used. The assumption is that death duriacg the first
7 days «f life 1s a combination of maternal, birthing and infant
variables which to a large degree are not preveutable (they are
endogenous). Deaths after this period are more likely to be
preventable (exogenous). Thus this indicator measures infant
‘health status, the effectiveness of health services aund the
standazd of living of the community.
a. Indicazors: Uunder 5 proportionate morality
b. Definitionu:

Nupmber of deaths under 5 during a time period

Total rumber of deaths durlng the same period

Vs
v b
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‘. Foane e [.htl e e v, L)
| RLAETIN PDown ta 0o
. Data yoagre o Village death norebook
- Interpretat ton Il Inddeator T 0 measare of o h wac babbeg aq
the bilzaoh oot - i cht b dbood marral ey vare el THEe ¢0 wve o y

fov the o Gmmar 11y,

(8 An eepanded ha e oyt e

A

consulbtatfon notehoor can he adided ta the anea faor bhirtha ant o

The mintmom number of yvariabies Lo 4,

[

Total connultations
Total receipts
Total fpenseg

Cash on hand

After the end of the month, @ mouthily samaary can be oade efther by the
village health worber golng to the health post or someone from the post
tno the village. Stx Indicators can be caleulated from thils data,

1.

a. Indicator: Percentage of health huts functlioning
L., Definitlon:
Number of active health huts

Total number of health huts
¢. Interpretation: An indicator of the viabllity of the PHC
a. Indficator: Averge number of consultations/health hut
b. Deffnition:

Total consultations

number of Aactlve Luts

coming

syatemn

¢. Interpretation: An fudlcator cf the volume of health secvices

a, Iadicator: aAverage receipts/hut
b. Definition:
Total recelipts
Active huts
c¢. Icterpretatlicn: An indicator of fimanclal management
a. Indicator: Average expenditures/hut
b. Definition:
Total expenditures
Active huts
¢. Interpretation: An i{adicator of financial managemeant
a. Indicator: Average cash ou hand/hut
b. Definition:
Total cash on hand
Total active nuts
c. Ianterpretation: An indicator of financial manageument
a. Indicator: Average payment/consultation
b. Definition:
Total receipts
Total coansultations

c. Interpretation: A measure of the patients' ability and/or

willingness to pay for medical services
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D. A adsanced oyt em

L teasthle, the watn reasan for the consaltat tan (chlod complatng) an
Lo cateortoed Tato tever | severe congh, dbaiahea and other o tae
consubrats ooy ot ebook, This vondld permtit the caloulat Ton of three bl fogal
fndteator ectrencly e fwl Lo pasatve epbdemtolopfeal qnive Do,

1. . Ind it v or Moport ton ot consubtattons for fove
b, Dot ot fon

(Casen ol fover

x 100
Total consalvat tons
e o Interprerarton: An twdfeator ot the relatiye thnortianca of
malarla ‘
2. a0 Indteator: Proportion of cases of severs cough
b, Definfrtion:
tosen o of o sovere cough

.- e e e |()()
Total conaultatlons
c¢. Interpretation: Thias ls a measure of the relat!ive {mportance of
respliatory diseases loacludling whouplag coupgh, medasles aud even
tuberculosis. The presence or absence of measles (o villages
where {maunlzation campaiyns have been carried out (s a4 measure of
the quality of the vacclines.
J. a. Inalcator: Proportiou of consultations for diarrhea
b. Definftion:
Cases of diarrnea
~~~~~~~~~~~~~~~~~~ x 100
Total consultatiouns
c. Interpretation: Even though dlarrhea may be assoclated with
nalaria, measles and maloutrition, this is a m2asure of the
telative laportance of gastro-lotestinal dlseases

E. Data collectlion and analysis

The initlatioa of 2 functionlng mavagement Iinformation system Ls an
applied reseazch priority. Several examples of birth, death and coasultation
notebooks ate presented in Annex A (1-3), the final versiouns of which will be
determined through field resting aund coordination with the oifice of
statistics of the Ministry of Health. The loug term goal is that every
village have >irth and death records and that every health hut also have
health servic: records. These may be kept in French, Wolof or aay other
Senegalese lazguage, 1o Rowman or Arabi: scrip or in pictures.

The follewing are gome general ohservations concerning these records:

1. The use of widely available, inexpensive notebooks lessens the chance
of runnin: out ¢f paper. The only other equipment needed are pens and
straight edges.

2. The rotebooks will :ontain more data than is sent to the health posts
for routine rerorting. This extra information is of interest to the villagers
and will be available for special studies, the evaluation of the technical
interventions énd epidemiological survelllance.
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b, Feeedback to the villagera ta tumedtate, The notebook s nrovide fon
gonthly aad annual Seamacies ta be nade Io the villapge with or wll!lmnl Ve
asstietance of someone from the health post (narae o panttat ton apent ),
Stople graphs cou even be ddrawn,

i Thee v tables whitch are 1o he ased o the HoH pepoti tog e on
starred and Tet e coded (o tactittate “ata colbloct bon aned anal - ba b e
post up to the at topal Tevel.

e VE has s shiondtd have flecthil ity tn deelding wha ta respavalble forp
cach notebook,  “onettmen the firataltd warker handles all three, the birth
attendant way bave g gtadent hely her, the prestdont of the health comaltten
may keep dupllcsie copres, the village chilef may be Involved or any
combinatifon of tae above,

6.  Some ol the variables require specfal attention during tratontluoy and
supervision.

a. How does one dintingulsh between a live and a stil) birth?
Underrecordlong ol Llve blrehs will raise the low birth welght and Infant
mortality rata.

b, A still birth should be recorded {n the birth and not the dealth
notebook.

c. How {s a child's first birthday determined? The age at which a
child begins to walk 1s too variable to be a useful fndicator of 1 year of
age. Error here w{ll blas the IMR and the preventable infant mortality rate.

d. How 1s 5 years ot age determined? Is it the age at which a child
can touch his ear by reaching over the top of his head with his arm? Errcr
here will bias the p»roportional under 5 mortallty rate.

Once the village data enter the MOH routine reporting system, then what
happens?

L. A prototype of a single, standard reporting form I{s proposed for use
at all levels (Azaex A-4).

2. Likewise an example of an instruction sheet 1s presented which
defines the indicators and explicitly shows how they are calculated. (Annex
A10) Having only 2 printed forms in the system lessens the chance of ruuning
out of them.

3. Analysis i{s to be done at all levels so that feedback 13 immediate
for decision-making and evaluation. If care is taken to insure that huts,
posts anod medical ceunters are always listed in the same order on the activity
report (alphabetically or by anumber codes) the analysis and ilnterpretation
will be much easier. The health hut activity report may be fille. out monthly
at each level while the calculation of indicators might be as follows:

a. He:lth post: Incicators # 5-13: Monthly
# 1-4: Annually (there will be too
* few cases to do these more often)

A



o HedTeal Contea/fepton: AVD todloators quarter by and annaal by,

ho Two coples ot each teport chould be produced) with one befpy Popt and
one potng to the next hitphier Tevel, The ane cxcept Lon may be the repion where
with 3 coptes ane can he beps
pltattatles gt the MWinltar, .,

, One aent tao ALD aod one Sent to the Otilee of

D One pervon should Le respoustble for the reporca at each level,

n. Heath post: Narse

be Medical center:  lLaspector

c.  Reptlon:  The setatfsticlan, (f and when one 5 asetened to the
reglon, otherwlse one of the lnspectors

To fusure continufty In case of personnel chaanges, {lloess and vacations,
several people at each level should be capable of fllling out the forms. The
wlnimal personnel that shourd be tralaed fnclude the doctors, lonspectors,
nurses and sanftary agents.

6. During trainiong speclal ewmphasis should be placed on tlie Luprriance
of the critical thinking that Ls needed for the inforwation system to be a .
usceful management and evaluatlon tool.

Here are two examples of how the {nformation can be used:

a. A higher than average {nfaot mortelity rate in the health huts of
a given vngt may indicate an outbreak of measles or dysentery.

b. A lower than average low blrth welght perceatage may wean that a
chloroquinization campaign of pregnaant women has been successful.

7. When calculating birth and death indicators, one must be sure the
data comes from the same villages. For example, 1f recorded deaths come from
more villages than recorded births, the indicators will be bilased. Haviag
each village (including the polarized villages) keep its own birth and death
records {s one way to miniwize this problem.

8 Ideally the health hut monthly reports should include the last day of
*he month, for 1f villages are submitting data for different numbers of date
each month, there will be error im the indicators. Thus the health post
nurses should have adequate time to prepare thelr reports before their monthly
meetings witn the doctors at tne Medical Centers.

F. Information Needs

What are thc information needs for management and evaluation and does
this MIS provide some help? There are 3 major levels of concern.

1. The villagers

They know that birth and death registries facilitate the acquisition
of official bircth and death certificates, the former being more important than
the latter. They are also concerncd about high levels of child mortality.
They want to know if the health hut is active, if the supply of medicines is
adequate and wlicther or uot the monecy is belng managed properly.

o~
ey
[
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2. The HON and AID perasonnel vho are taplement fng the project o the
Replton of Stne-Saloum,

They need the following:

Ac Valtd and tteely Informatton that will permft the setting of
priovivies, rattonal dectuionmaking, the setting of abjective goals and the
monltoring of progress towards those poala.

b, [nfomatton ts also needed for the preventive Interventions to be
Introduced.  For axanple, birth notebooks can provide the basis for child
censuses useful for programs dealfng with malarta, fmmunizatlon and
nutritional survelllance.

c. The death records provide a means of looking at project impact
and might i{ndicate that changes {n prioriftiecs be made.

d. The three maln svamptoms in the consultation notebooks represent
the three major causes of child mortallity and thus provide a passlve
surveillance systen.

3. The MOH 2ad AID at the national level

Here there 13 less coancern with the day to day implementation
concerns of the project and more with the evaluation uses of the indicators.
As has been stated, the requirements of these indicators are that they provide
a basin for impacrt evaluatlon, comparison with other PHC projects and economic
analyses.

There s co doubt that this proposal will undergo many changes and
improvements as it is tested and integrated into the MOH reporting system. If
it 1s fouad to be feasible, then it will represent a modest begioning towards
the satisfacton of the tremendous appetite for information that is felt all
the way from the village to Dakar.
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Voo MECRO COMPUTERS AND PHC

A, A vear ago the "COMPUTER™ wan proelatmed “Man of the Year™ by Tme
Magazione,  Sloce then the Industry contfoues to evolve ever faster and fuvade
more ateas ob o our Llives,  Mow there g o debate as to wvhether or not the
phenomenon taoa passing fad belng folated on nanuspecting conswiers or a tool
that will apen the door to the new age ol lolormatlon,  Interest Ls also
rapldly tneveaning revarding the use of micro-computers In daveloplng
conntries,  For exanple the World Center for Micro-Electronlea and Human
Renources In Pavds has proposals for Introduclng computers Into a primary
school In Dakar that w1l respond to spoken Wolof,(14)  Another of {tg lLdeas
{6 to provide villape health workers In Chad with solar powered computers
equipped with laser-read video and audlo disks that would provide a complete
medfcal information system.(l1) Also in Dakar, the College of Safnt-M{chael
has just opened a wlcro-couputer department.(Ll9)

Our specific questfon Lg the extent to which mlcro-computers represent au
appropriate technology for PHC, and Lf so, how? To clarify the debate, the
following observations are presented:

1. 7The compu.c. "5 not a "maglec solution” to our problems but just a
tool whica may be used or abused.

2. Increasing sophistication of computers is being accompanlied by
increasing case of use and decreasing costs.

3. Ouec does not have to be a programmer to use a coaputer.
4. The Zreuch speaking world 1s far behind the Eaglish speaking world.
5. International health is far behind other disciplines.

6. FElectrical and maintenance problems are present ia Senegal but can be
overcome.

7. A micro-computer is of interest for far more than just data analysis.

8. Mary are talking about computers, fewer have extensive experience
with them aad the only way to get that experience is to sit dowa im froat of a
keyboard and beglno learning.

9. There is no questlon that this project has tremendous needs that can
be lessencd by a micro-computer in the areas of management, accounting and
data analysis. .

My recommendation 13 thus that a computer be placed im Kaolack, provided
that the following preconditions are satisfied:

1. There {s agrcement as to who should be respounsible and have access to
it. The presence or absence of a statistician 11 the reglon will influence
this decision.
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2, A sultable room tor the computer ta avatlable, Tt should bhe as
dust-free as posstible aund will probably vequire alr condlctoutng to the hot
BEASON,

3. Gomeone Ls avafliable for on-the-spot tralalng concernlng
installation, milnterance (hoth preventive and curative), the use of
commeretal programs and posstibly some programalng. At least one of the
technfcal asststants should have these skills.

4. Fuuds should be avallable for the purchase of additional hardware and
goftware as nceds are ldencifled, for Apple Club memberships and for
literature In the form of books and magazine subscriptions.

5. The computer 1s treated as an appllied research project with
evaluatlon of 1ts use and cost/effectlveness to be done after at least a year.

Assuming then that a computer and accessories will be purchased, what
should be done?

B, which computer?

The first question is what brand of computer should be bought? There are
hundreds of brands available, each clalming to have some advantage over the
others. In Senegal, Apple and IBM are the two mafu brands belnog introduced.

I recoumend the French version of the Apple Ile for the following reasons:

1. It can now be purchased locally at the Apple Computer store at 26,
Victor Hugo Street. (Owner: Jeau~Claude Levy) 1IBM PC's are non yet available
in Dakar.

2. Mr. Levy provides a one year guarantee for equipment purchased from
him and has received repair training from the Apple outlet, EDRIN, in Paris.

3. The computer has a keyboard that can be changed from American to
French (QWFRTY to AZERTY) at the f£lip of a switch.

4., There are at least 100 Apples already being used in Senegal.

5. An Apple club was started in March, 1983 in Dakar. Its name 1is
Microtel Dakar and it is seeking affiliation with Microtel France. It also
appears that the Apple store offers a 10% discount to members. The following
people are three key members: :

. a. Mr. Bruyas - President
Cours Sainte-Marie (Ecole des Maristes)
'P.O. Box 98
Telephone: 21-08-29 or 21-73-18

“b. Mr. Ghesquier - Technical Director
He hag given courses in basic programming and is imvolved in the

1ntroduction of micro-computers into the office of statistics of the Minlstry
of Educatlion.
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e, Christtin Kveehldn - Treasarer
Telephane: 2098 06

He has also ptven baste programmlog coursesg,
C. Hardware

Lo Mintwmum equipment to start

a. Apple Lle (French verston) computer
b, One Y lach monltor—-amber or green with a minfmum resolutlon of
1000 lines/inch. A Sanyo monl.cor has the advantage of also being able to run

directly from 12 volts DBC.
c. Two Apple disk drives (Disk II) with disk coutroller card.

d. Dot-matrix pri.ter (that can handle all Freach accent marks) with
parallel printer card.

e. Cooling fanm.
f. An 80 column board.

g. Power conditioner -~ Ideally this should be more than just a surye
suppressor, for electrical problems include blackouts, brownouts, voltage
transients and the primary cause of compter error, electrical noise.(16)

h. A digital multimeter and a kit {ocludiog soldering irom, rosin
core clectrunic solder, wire cutter aud needle-nosed pliers.

{. Plastic covers for the equipment.

§. An anti-static device - This may be a rubber mat or a device
attached to the computer that ome touches to discharge static electricity.

k. A thermoweter/humidity indicator.
2. Uninterrupted Power Supply (UPS)

With only the above minimal system, a power outage will cause
whatever is in the computer's memory (RAM) to be lost. For example, if one
has been typing for a long time without saving to a diskette and a power
outage occurs, then one must start all over. The way to solve this problem is
to have a battery backup. The Sahel Institute in Bamako, Mali has been using
IBM PC's for the past two years with such a system and has had no electrical
problems. The additiornzl hardware requirements are these:

a. 12 volt battery - Preferably deep-draw or marine type
b. A battery charger
¢. An inverter that converts 12 volts DC to 110 AC. Although some
" claim that a modified sine wave inverter 1is necessary, the Sahel
Institute has successfully used square wave loverters (such as
Powerverter) .
d. A transformer to convert 110 AC to 220 AC

iy
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Y. other havdbuare

There are Dltecally lnoudreda of perfpherals avatlable tor the Apple
coapute~. T the conputer o eventually uied for the stattstboal analysts ot
Large 2ata hases, the tallowing equipment mipght be fndfcated:

Homory cxpansloa cord
b, Hardl diok
¢, Mark sense card reader

If the printer L5 belog used much of the tlme, then a printer
buffer that permits one to use the computer wille the printer {s pointiog, s
a tremendous tlime sdver., A graphics tablet may also be very usaeful., In the
area of ~nergy, solar panels could be used to charge the 12 volt battery.

D. Soitware (Programs)

Thecusands of prograams exlist for the Apple, raaging from those that are
free to those that are very expensive. The two major disk operating systems
that are used are DOS 3.3 and CPM. I would recommend starting with the
former. The APple store In Dakar advertizes aa integrated package consisting .
of 4 prezrams.

1. Apple Writer II: Word processing

2, Multiplaa: Spreadsheet
3. Quickfile: Data base management
4, Busliness Graphics: Graphlc representative of data

Raz-=r than buying such an expeansive but incomplete package at one tine
it mav -z wiser to start small and add on as needs and experilence allow. An B,
adequate nuzmber of programs to start could be as follows (all of the ones
suggeste? are DOS 3.3):

1. A work processor: Apple Writer II (French version) This will allow
word prozassing to ba doze in Freach and in English. It is a powerful program
that is 2zsy aad fun to use, has its own prograaming language or special
applicationg aod allows print styles to be easily changed in the text. See
Anpex B.

2. & spreadsheet: The Spreadsheet II (cheaper zad more flexible than )
(VISICALC) v o

3. ‘Programnming utilitles: The Carpenter
3y joining the club Call Apple in Seattle, Washington, one can buy
this prog-am and The Spreadsheet II at very reasonable rates and also get a
subscription to a very useful monthly magazine called Call Apple.
4, A graphics generator: Apple Plot

S; A graphics dump program: Zoom Graphics or Graphtrix
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O Data bage aanapement:s Fle Cabinet (o puhl e domatn progran vo charge)
. Propranming packape: H2072 faule b
This program allovs one to do programming fon a Jrench verston of
BALIC and avromatically rranalates Lot Into staundard Applesoft BASIC ar viee
versa. It can be purchased o Pacts for 581 FF at the followling addresy:
Mind Micro Computer Corporatlon
27 Rue Hadelefue tichelis
92200 NHeullly
Telephone: 738-13-772
8. Statlstlcal aualysis: ASTAT
9. Copy programg:
a. Super Disk Copy III
b, Locksmith 5.0
(This {s a uibble copler that can be used to make backups of many
locked programs)

10. Diagnostic program: Master Diagnostics or XP5 - Diagnostic IIe

11. Head cleaning diskettes: Data Life Head Cleaning Kit (yget several of
these for regular cleaning of the heads of the disk drives)

12. Blank diskettes (5 1/4 inch)

Many good brands exist iocluding Verbatim, Memorex, Elephant and
others., For better performance, only buy those with hub rings.

E. Computer Room Checklist

Trouble-free performance of the computer will be enhaaced {f certain
rules are observed. They should inoclude the following:

. 1. Air temperature is kept between 63 and 79 degrees and humidity
between 40 and 60X. Extremes may cause prohlems with statlic electricity.

. 2. There should be no smoking, eating or drioking oear the computer.

3. Equipment should be covered when not In use to protect against dust
and sand. .

4, Daily and weekly cleaning routines should be established.

5. If possible, backup disks should bz stored away from the computer, soO
that in case of fire or theft, all is not lost.

6. Pay attentlon to security. Are there gcod locks and who 1is
responsible for the keys?



Jo Disketten vequlee apeclal care,

A, Store they vertteally tTo thely protective cnvelopes
b, Do not wiite on them
¢. Do oot bead or fold them even though they are called floppy disks
d. Do not touch the surtace of the diskerte, ao flnger prints can
CAlse PLToTrs
e. Do not expose to direct sunlight
£. Do not use near magnets or magnetic flelds
F. Where and how should purchases be wade?

There 15 no question that cholce of products s greatest and prices are
cheapest in the Untted States. The minimum that should be bought (n Dakar to
assure a service guarantee would be the computer moultor, the disk drives and
the printer. Although the store owner advertizes that he {s an officlal Apple
dealer, he Iin faur 1s not. The closest official dealership in Francophoune
Africa 1s in Abidjan and the owner's name {s5:

Boubacary Tours

Telephone: 32-85-35

Telex: 2685 FINAN

When possible, French versiouns of programs should be bhought, and this may
require purchase i{n France. For example, Apple Writer II (Version Francaise)
and M2C2 Basic F can be purchased ip Paris.

Costs in the U.S. can be lesseped by several means. As already
mentioned, mexzbership ian the Call Apple club allows one to buy softwvare acd
hardware at tremeandous savings. The project could also become a member of a
cooperative. One such organization is the Computer Cooperative, Inc. io
Haslett, Michizaz. Services Include discount prices, a catalogue service,
product evaluation and a return of 85% of the profits to members annually.
This is an excellznt source for hardware (everything except computers),
software, printer ribhoas, blank diskettes, plastic boxes for storing
diskettes, power supplies, etc.

G, Literature

The way oze learns to use a computer is by haands-on experlence,
exchanging ideas with other computer users and reading the literature,
especially the magazines. Io the U.S., there are literally dozens to choose
from, in France far fewer. The following are some of the micro-compucer
magazines in France:

Votre Ordinateur

L'Ordinateur Personnel

L'Ordinateur Individuel

Micro-Systémes

LED ~ Loisirs Electroniques d'Aujourd'hui
Electronique Pratique

Micro

Ordinateur de Poche

POM'S

WoOoONOWnESsWNE

Ed



The LS, map toines that cae mant wsetal aond fntormattue tactade Ca)
Apoplte, titbble, PeeYtoea (Por prodact evatbnattoans) and foebdber 8 wanad
i ' ! |
cenmaend At Least 7 nabacr Cpt bonee at the beptontogs bl Apple aod oyt

As o hooles ) there are a trememdons namber to o choo e Lrom, The follaw!lag
would be o mtatuel Tibprary:

1 Apple Reforvmee Maaal

2 DOLO, T Ml

3 Prloter tanual

h Applesoft Programnming Mlanual

9 Applesofo Tatorial Mool

6 Uanuals or fastruction sheets for each program purchased

The Unlverstity Bookstore fon Dakar carvles a fafrly wide selection of
computer books Lo Freanch, One mipht svart with two books by Jean Tves Astler

Lo

1. 1o Basic de l'Apple II
2. Le Systeme Graphlique et l'Assembleur de 1'Apple LI

Another good book to have would be le Gulde Marabout de 1'Ordinateur Chez
Sod by Ilya Virgatchik., It glves a general lutroduction to wlcro-computers and
contains a very useful Eaglish/frecch dictionary of the most common technical
terms,

H. Institutional Resources

1. Sahel Ipnstitute, Bamako, Mall (Two years experience with IBM 2C's
belng used for data entry ia a resecarch project)

a. Pap Syr Dlagne - Director
b, Naffissatou Diop ~ Programmer

2. Apple Computer Incorporated
20525 Mariani Aveunue
Cupertino, Califormia 95014

Ron Boring - Market Developzent Speciallst
Telephone: (408) 973-3241

He has been to Dakar and is interested in establishing an official
dealership here.

3. Michigan State University

The Department of Agricultural Economics has becn doing considerable
work relevant to the professional use of micro-cowmputers 1in development.

a. Thomas Stillwell has put together a comprehensive library
containing national and international informatlion covering all aspects of
micro-computers. He has worked with an Osburne computer in Latin America and
is particularly interested in the use of computers in developing countries.



b. Valeroo bo by and Pabeart Stevons have wiltton neveral paper s
conslatlor of eatoscions vl compar faons of mloro compater starfarte ol

programs. hee Aaae o O for tlctes,

[ Mo Peoge g corrent by dolog an o deprh analyala o wever g
stattstical provia o oo geveral bioandds ol mbera compater Tncbodbog the Sppae
fle and the 0 200 fhe reqults w00 be pablished Lo the near fatage,

[. Usetul addrrnne

1. Gamma Rese-ooh
Sufte 701
6253 Hollywocd Bonlovard
Los Angelaes, Californla 90024
Telephoae: (2141 463-2345 )

This company produces a varlety of battery nacks and transformers
which may be very usaful.

2. Fnergy Sciences
832 Rockville Pike . -
Rockville, Marylaod 20852
Telephone: (301) 279-0988

Their cactal-zue eatitled "The Solar Wonder Book™ ($3) contaims
inforwation on the szate of the art of solar electricity panels, deep cycle
batteries, {inverters and 12 volt appliances, {ncluding electronlc
refrigerators wich no moving parts.

J. Documcnts lo Anrma2x D

Dl. A system datz sheet on the Apple ILIe

D2. A descriptica tu French of Apple Writer II

D3. A descriptics of ¥2C2 Basic F, the program that allows BASIC In French
D4. A list of programs and prices avallable in Parls froa:

La Ragle A C:zlcul

67, Blvd., St. Germain .
Paris Senme

Telephone: 325-63-88

Telex: 220 0#4 F ETRAV/1303 RAC .
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Al 1N IRODC T TON

The Stoae Saloes ba cay fdored 1o heoa testtng sone for prfaary health are
by vhe tindaiyy of Health, O the other hand, 10 La o« beat Pt this 145 a
serviee vathe b v e search project, Techatoal fateryont fang mast e
coordinatad i h ool ooray cithin the bonudaries ol pattana guldel ooy and
tesources Wil only be ovtofwally taoreased above the levels of the other
teplons ol the countiy., Taoclartty some of the Lasues, Tert's Jook at g serleg
of quest fons,

[ What ds operational ov applled researchy

Some regard Lt oas oa set of sopblstloatad techintques that aclont {ats
from Dakar and elbdewhere will briog to the project. Others gen (6 an a
systematle approach to problem solviog that while often cacried out by
protessors and thelr students, shonld alzo be done by menhers of the pro ject
teaw, locluding villagerss., Waatever the level of the vesearvch, ft (5 apreed
that St eacospasses aore than just blowedlcal research. (14)

2. Is research a luxury or a necessity?

Siuce resources are so limited and needs are so great, {t would be a
ratucal reflex to want to put all of tha bhudget into the dellvery of health
services.  This, however, would not peralt us to know Lf those services are
effective or not. On the other hand, {f all the monay were spent on research,
tnen we night ¥now a lot about the situatlon, but we would oe unable to do
anything abouit ft. The challenge is to find the right nix of service aad
rescaran Lo achleve the asxiaun level of nealth possible {or the peaple.

3. If research L35 a vecessity, then why does Lt 560 rarely seen to
-y 1 et N £ .
provide useful results?

Wrlting general research objectives {nto a project document {35 emasy.
Implenentiag the rescarch {n the fileld can be extramely difflcult. Even when
results are obtained that have pragmatic fmplicatlons, they are not always
transmltted to and acted on by the appropriate declslon makers.

4, How can research be wide more effective?

One way %o start could be to have a training session for those who
will be directly involved in the introduction of the technical luoterventlions
in the test villages and hcalth posts. The foraat could be a seminar/workshep
where the participants would learn how to choose priorities, leara the steps
of designing a research project and then actually design one. Aa example of
how this has been dome is given in Annex E.(19)

5. Will this lmproved research give us sclentific proof of the impact of
project activities?

-3



.ol

The anawet oo bl et oo o paonvbog o ot Tt
cansatton e vers ot aad cven In o porop bbbl il e g v it a b e b
and contral areac, the analyaio o Pmpac b i very compie . bor eaomp e 1
the end of S oyear o Tr Uy ghaon oot Inbant grartal bty ratees by mard odly
decrea-ed ue ot LD b plegaed and eaper Lo attrbbate the pesalt o {he
stafect o Tt ta pooocdtbile s hoesser o that oo dncreane o indant aortallry pate
aay be an tndicarer of waceess o of the data colloctton syntom, In otheor words,

T

even f deaths have decroaced s the tact that o gieater pageentape of theg e
bolng reported, will Cange tho R to rlase. Thts apparent paradod fa bnowa ans
the “discovery affect™. Thun althiough ot vesearceh oy provide valuable :
tesalts, we o nust Lebe preat pains to atteunl to find ecrors or confound fus
vartables {n the conceptualfcaction, faplecontatlon and statfstical analys s

before maxing clalos or causallity for this project or generalfsing to others.
b, Who will be respoustble for the vesearch?

The epldemtologist to be recrulted will play a plvotal role In the
applied research acutvicies,  Hel/she will Le based la ¥Yaolack at the hegloning
ol his/hev contract to facilitare the initiation of the techuleal
{nterventions at the test sites, The research side of the job ufll be 1o halp .
rlaborate {apleventation and research destans and asslst In tratolng as oo iag
‘for exauple, fa the use of the conputer for data enutry and analvsis).  The
researct Will be coordipated with the relevant services ar the regional agnd
national levals and with the vesearch direcror at the HMlulstoy of Health in
Darar.  Soon of the projects nmay be done by personael in the reglon, some by
consultants from Dakar, soze by students from varvrious schools and some by
5 .‘1‘):'[ tern aovelisnas Ccons ultan ts.

b

/. Vot Wil the mador researvch toples be?d
The categerfes presented {n the follnowing pares are nefthar

coanreteasive nor sutually exclusive.  They will give an overview of the wilde

scope of {ssues which can be addressed ‘n primary health cara.  Obviously not

all of them can be underta%en and priorities will have to be chosen. As

already Indicaced, the fastallation of a functloniay HIS should be oue of the

{irsr priocities, {or Lt represents cthe fouandatlon oa which many of the other

tesearcn projects will build. :

B. Mujor research categnries
1. Malaria ‘
a. Importance:
Malaria Is a leading cause of low birth weight bables and child
mortality. It is also implicated in lost work time among the
working age group, which wmay be critical duriog the planting and
harvest seasoas.

b. National policy:

1. Preventive chemoprophylaxis with Chloroquine is advised
only for children age C~5 and pregnant woucn.
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2o Given the apararance of Chloroqubi rea b atae e Tn bt At e a

there ts con oo that pentioring for aht s eventaa bty be
condacted In '.c‘r\c';v'.|1‘

Prgearch parstibhilinien:

o Comae o sons vhere Chilortoquintzatton 1y aystewatteally
caratled oud o with o one waete U s o,

oo Test different protoccls for Chloroqutint atton.  (Opee a week,
Jodays g oweel or b odays A week)

3o Test a polfcy of presunptive treatment of all revers with
Chloroquine. Compare treatment with 25 wg/kpn over 3 days
versus 1O wy/kp Lo a siogle dose.

4. Moultor for Chloroquine resistance.

Resource lostitution:

1. Service de Lucte Anti-parasitalre (SLAP) - Dr. Samba DLallo

Rehydratlion

Importance: Dehydration due to gastro-intestinal and other
diseases is a major cause of child mortality.

National policy: The mothers in every faully should Ynow how to
prepare a rehydration solution. Prepackaged preparations should
stop at the level of the health posts.

Raesearch possibilities:

1. Ceopare QRANA acd UNICEF packets.

2. Couwpare packets ver«us salt and sugar solutioun.

3. Test the use of the mass media for health education.

4. Test saya of reducing water and food contamination in
the household. For exaaple:

a. Waterjars with faucets versus those into which the
common cup is dipped

b. Pourting water over hands rather than washing a
common bowl before eating

5. Study traditioral methods for controlling diarrhea.

6. Fiond ways of encouraging health parsonnel to glve fewer
medicines fcr the treaiment of dlarrhea.
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i, Resoure e Tast frar fop 5

l. "rn;!_r.ln..'n- dey Tt te Contre Tew Haladlien l”»llll]{'!v‘luw, D
Brrnard Diop

2. COAMNN Pro Hltaye CTranslatton of Diavihea Dialogae:s)
3. Oy Ceaeareh o the depactuent of Fat fceb)
Fxpanded orogram on framaol zat fon

a.  Inportancer Neven diseases ac.oounting for much child mortaltty and
morbldity can now be prevented by systematlc fmounization,

b, Natlouval polfley:  The LEPL program should be laplemented {n a
fashion that decentralizes decision-makling te the reglonal doctors

sud keeps vacclines as close as possible to thie people.

1. Autonomy of a health structure {s preferred to _he system of
nobile teams.

2. The target group includes children from 0-2 and pregnant women.
3. Village health workers are pot to give immunizations.
c. Research possibilities

1. Study where refrigerators should be placed. Should they stop
at health centers or also be at the healrth pousts?

2. Filnd out if the rural coamnunities are interested in purchasing
and maintainlng refrigerators for health structures.

3. Evaluate immunizatlon coverage and effectliveness.

4. Monitor the quality of vaccines. How long caa they be xept at
eacn level?

5. Which refrigerators are best?

6. Can a system be devised to place gas bottles in the
phamaceutical depots?

d. Resource institutlon:
1. Service des Graades Endemles - Dr. Biranme Diouf
Nutrition
a. . Importance: Malnutrition is a major cause of child wmorbidity and

mortality. From 25 to 33% of children curcently in the PPNS
program fall in rhe category less than 80% of the standard.



h. Hat tonal pol ey At prcciend Phere U o Elom ot Sonal ot gtoey,
The fatore of the RS approaca dopeads on Sl resadta of oy
evaluatton curveat by hoing npa e,

[ e oo h l)t)’.‘,}?ﬂ][f {ore s
Fooo Lvadluate the salae of Wloth aotebooks to see YLow asefal they
are as o hastag for chtld conmses and how Lo hle welehioe 1

at the villaope,

Ao T owetebiing s done, what scales should be ased?  Are loported
ones necessary or can stmple ones be made locally?

3.0 Can a stondard Lzed velpht for age chart be wade for Sonepal?

4, Compare the use of arm bands, welght for ape and welpht for
hefght charts for nutritlional wmonftorinog.

5. Are lmported food supplements necessary or do village: have
adequate logredifents that combined in proper reclpes can
prevent malnutrition, especlally at the timc of weenlpg?

6. Is malnutrition Jjust a problem of children? Wwhat about the
mothers:

7. Are there reasons for malnutritlion other thaa lack of food?
What is the effect of prolonging birth intervals through
fam{ly planning and reduclng wozen's work oy such things as
tmproved stoves, puons for wells aad millet griladers?

d. Resgource fastitution:

1. DANAS — Coomandant Sy
- Surigne Dlene

Tuberculosis and Leprosy

a. loportance: These are endemic diseases which ave expensive to
treat in health structures and difficult to treat 't the village
level. .

b. National policy: The vertical prugrams of the past have been

' replaced by integrated ones. Treatment should be brought as close

as possible to the people and ambulatory treatment is preferred
over hospitalization.

c. Research possibilities:

1. Are village level surveillance systems feasible?

2. Ac what levels should different treatment protocols be used?
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Can vl aee Wealth worlera ol boct Tyely ded v Tong term
troeatment

do Veianre e Tt b tar Lo
Foo ot tonal sorvices ettt for tuberenlosta and Teprany campad o,

oA stady oof taberentosts 1o ocaocently betng done dnothe

I
StneSalogm Ly OGO,

Mareprenent Lot ormatlon syaten

an Importance:  Thls s the foundation on which we bulld,  Without .
valtd, tiucly fortomationg wo have ao {dea whoere we are, where wo .

are pofng or how far we bhave come,

b, liational poltev: There {5 a desive to sioplify and reduce the
voluae of the reporting system. A form proposed by the Lorld Baok
is befng tested and the project's system should be fotegrated fnto °
that of the MOH.

¢. Research possibilitieos:

As already stated, the suggested system Is but a prototype of a
possible system. Its implementation will require the coordinated
efforts of trainers, artists, experts in functiomal literacy and
supervisors. Different -levels of ccmplexity should be tried so
that one can be found which {5 simple enouzh to be feasitle vet
soshisticated rnouph to respond Lo the wide variety of faformation

neecs.
d. Fesource lnstitutioa:
1. Office of statistics (MOH) ~ Malick Diamé
Micro-conputer .

a. Inportance: As the advertisement says, we should work smarter,
not harder. This is a tool which because of fts sophistication,

ease of use and relatively cheap price, offers tremendous .
possibilities.
b. Natfonal policy: Conmputers are now being used and introduced iato
government services.
c. FResearch possibilitics:
1. As previously stated, the Introduction of a computer into the
project should be consider:d a rescarch subject. One way to
evaluate its use would be to keep a logbook, noting date, name
of user, time uscd, vprogram used, purposc and observations. )
At the end of a year or two an evaluation could be made of the )
volume and type of use, problems encouatered and
cost/cffectivencns. )
/
/I
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2. The computt ey ean be oapsed For o dota vt ey aned ot s bead

anal gty tor ather ae o och progectas inintants o anal ey

of e sultarbon o recards brom oa vE Y Lage b Mol are preent e

T Annesn Mo
V. e could tegr ahe ottecttyeaess of calealators to helplos

peaple do o cateniatbons more eastly o and acceurately, R

cocellent chodoe sontd bhe Tevas Iastruments (TLAI0G6), whitoh

fo Theht powored, Bors no batteries and costs Less than 400 In
the .05,

do Resonrce tastitationg (elth computer exporfence)
L. Matounal covsus burean
2. Oueanographtie regsearch {nstltute at Rutlsque
3., ILRA
B, PHC and community participattion

a. TImportance: PUC cannot succeed Lf villagers do not see 1t as
pometiing that offera a seolutlon to thelr expressed aeeds,

b, Mational polley: To the extent possible, viilagaers ave to bacoae
responsible for thelr own health,  PHC should be a par
fntagrated develapzent and collaborate wlth other services
worv with villa ors,

1. 15 “anregratad davelovnent really nore effective than the
GOBLFE priorities outlined by UNICEER?

(GOBIFF = prowth manZtoring, oral rehydratiocn, breast feedin
frmunizations, food and family planning)

o

]

2. To what extent s communlty responsibllity and participation
mora than just paying for costs.’

3. What indicators can be used to miasure comnunity autonody?

4. What is the role aad inportance of functional literacy in the
organiczaticun, motivatlon and health of a village

5. How can the project best collaborate with other services such
as sacial development and literacy?

6. Can we define the chacacteristics of villages and health
workers most likely to succeed?



9.

7o What are the A fereat wava vt bapes deal with ffoanc il
matters cobatoed to bealth ht o madntenane o, wapport ol feaalth
vorker, and replentanoent ol mediefoec aad supplieg?

B Compare the value of survey veosns pact (e lpant obnery d on as
research rothodoloetos?  What athar posathlstties eetguyd

o What are the essential medlctines at the village leviel?
LO. Are health vorker manuals belfng used?  Should they be revised?

LI, What alterpatives are there to cralning health worlrs at the
health posts?

12, What {s the best methodology of village dialogus.  How many
visits arve necessary, with whet coatent?

d. Resource fnstitution:
L. Mattonal school of applied econombes (ENEA)
2. ASAFED - Abdoulaye Traoré

African traditions

A, Importance: Traditlonal solutions to problems are often ignored
and ,re 1lp some cases disappearing.

b. Natiomal pollcy: Our traditions are part of our rlch heritage
which must be enccuraged aad not allowed to die.

0

Research possibilitiles:
1. Tradittonal medicine

a. Identify traditional healers in villages and -ee how they
relate to the PHC system.

b. JIntroduce some traditio .al medicines into the health huts.
(a mouth wash for gilangivitis, for example)

2., Traditional nutrition
This ‘as memtloned under the sections on rehydrat{on and
nutrition.

3. Traditional wisdom

a. What proverbs exist that are relevant to health and
developzent? To what extent do they facilitate training
and changes Ln KAP?



10.

d.

T

o

h. How can e ) iptons Teaders of the villapes be favolved?
What does the Coran say aboat headth?

N, Tradittonal orponfeations

What organteattons extst?  What do they do?  Are they nore
eftective (onoeohibeing villages for actlon than the
comailteocs et up by the PHO systen?

Pesource lastitutions:

Lo Communtty cencer for the promotion of the health of Plkine -
Chedek Tidtane Thiam

2. Service I[nterunational d'Apput & la Formation et aux
Technologles en Afrique de 1'Ouest et au Sahel (AFQOTEC - Dakar)
Mine. Sy née Rokilatou Tall

3. World Bauk PHC project (Mali)
Dr. Adama Koné

Approprlate tecchuology

a.

Importance: Needs are great and resources limited, but even those
that exist are often used inef{ficiently.

Natlonal pollicy: Onme of the national goals 1s self-sufficiency.
Research possibilities:
1. What {s the impact of Banaksuf (wid) stoves? R

2. Can technologies that have been successful in Senegal be
introduced ianto the project? Some of these include:

Improved water storage jars

Inhalers for uce of traditionmal medicines

Distillers for preparation of traditional medicines
Portable head rests for primary dental care in villages
Village made silk-screening devices for production of
village literature (Yegle is a village newspaper published
in the reglon of Eastern Senegal)

® 0 oW

3. What are other ideas that might be tried?

a. local fabrication of a scale for welghing children

b. Dolls made out of gourds or cans to demonstrate the
effects of dehydration {an a child

¢. Other simplified visual aids

d. Different ways of village level training such as workshops
and trips to visit other villages where centaln problems
have been locally solved. In other words, the encouraglng
of a, village information network.



d. Resource tastitatfonn:

L. CERER

2. Coomunity Center for the Promotfon of the Health of Pliine
Chotcek Tidiane Thian

1. ATCNEC -
h. ANV -
95, DA

C. Suwmary

Robiatou Tall
Abdoulaye Traore

There are many fmportant aud interesting posslble research toplcs., Here
are a few flual observations to constder:

1. Applled research

requlres conslderable effort and skill in plananing,

loplementatlion, analysis, faterpretatlon and cosmauolcation of the results.

2. Research that ig
preclious resources.

not done well 13 often useless and a waste of

3. We should not becowme so enamored of research that we forget to

implement the project..

4. Research findngs
the international health
scientlfic comwmunity and
engaged in the important

should go beyond the MOH and AID to be published in
literature. There they will be evaluated by the
w11l hopefully be useful to others who are also

and difficult struggle called PRIMARY HEALTH CARE.
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DRUG L.OGISTICS SYSTEM
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DRUG TLOGTSTHCS Ss7aten
SUOTETE O DTLTHT D TTON BT DE GeaTION DE DRODGT 1
pﬁqumqg@UT{u“ﬁx ACTUUHAGE DES CASES DE SAHTE AN
LRCALIE T DEVELOPPEAENT O DROGRAMME. DE5 01N

DECAUTE PRIMATRE S LENEGAT /USATD

- F,)l’?fﬂ'ﬂ!_”’.’"l‘I"()N NRYSTIME

Po

lLa

\ . . .
syatewe At congit audsi dimnla que poasible ponr aatinfaning

demande en medicaments do HSremiere necessita.

(Ll asgocie integralement les reprasentants des comitéa de

San

te dans la gestion.

FUARMACIE NATIONALE D' APPROVISIONNEMENT DAKAR
PNA

SUPGT PEGIONAL D'APPROVISIONNEMENT PROJET A KAOLACK
KAOLACK/PHADRMACIE REGIONALE

Il est gere par le Pharmacien régional et son
coulpe en collaboration avec burezu cu projet e

it a

Régions Hédicales

bE”OT DL C.S. APPELE DEPOT ODE CM
gére nar l'APS
- le Superviseur

- le i{édecin-Chef de CM.

DEPOT LOCAL DE COMMUNAUTE RURALE OU DEPOT COMMUNAWTE
TAIRE

Il est géreé var le comité de gestion du D.C a tra-
vers le Président et le trésorier aidés du gérant
du d4pot communautaire. Il est supervise par le CP

DEPOT DE LA CASE DE SANTE.
Il est géreé par le comite de santé de la case

3 travers le comité de gestion.
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n)

b)

d)

MOYEN®

Stractiyrae

l.e avateme utiliase lag eclémenta suivanta

-~ Le depdt regional au sein de 1a oharmacie regionale | luoure
pac J'Opital de Kaonlack et rénovae sur les fonds du nro et
ge

de ghnte vrurale,

- las candbts CM constituaes de 2 ou } armoires matalliques §nheg.-
tallas au niveau des centres de sante.

~ Les ddnots communantaires constitués par une armoire matall .

que au niveauw du noste de sante au toute autre structur.
legude natr Lo communaute rurale

Hgggigs

- un "harmacien regional

- 'n assistant au vharmacien
- Deux aldes

"1l est orévu d'élargir cette équipe par l'engagement (recrute-
ment) d'un comntable, d'une secrétaire, d'un veilleur de nutTs
d'un manoeuvre et de manutentionnaires.

- Une camionnette nour 1l'achat de meédicaments.

- l.'éequirement au sein de¢ la nharmacie regionale.

Financiers

- e - -

’ ’

-~ Les fonds générés nar la vente des médicaments au niveau de

tous les déndts.
Au niveau région.l les fonds sont géreés par le pharmacien
regional et la Coordonnatrice du projet.

’ » . ~
Au '.iveau CM et communautaire ils sont gereés par les comites

de gestion.

W

4
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[énonse : 1.000 (»our plus de sureté, on pourrait commander a

—— . -

1.500 comprimés. De cotte fagon il devrait vous rester encore 50Q
comnrimés au moment de la réception de la nouvelle commande.

Ceci vous donne udke certaine marge au cas ol la commande arrive-
rait avec du retard.

Au commencerient le personnel du projet devrait fixer un seuil paue
lequel devrait intervenir le commande pour chaque médicament du
dépot de la CR, de la CM ou du dépdt régional et de la :ase de
santé. Au fur et a mesure que les informations seront obtenues

sur le taux d'utilisation et le temps de livraison gque prend une
commande a chaque niveau, les cases ue santé, les dépdts communat -
tairns, les dépdts de CM et le dépdt rdagional pourront réajuster

en conséqguence leurs seuils de commande.

Cet imprimé peut étre utilisé a tous les niveaux du systéme.
£1 dev;a;ZMEGEﬁfendre 3 feuilles (un sriginal et deux autres
feuilles détachables de couleurs différentes). Un des feuillets
aevrait &tre conservé par l'unité qui fait le commande de médicd~
ments et archivé dans le carnet de commandes.
L'original et un autre feuillet devraient étre détachés et envo-—
yés au dépdt fournissant les médicaments.
Quand la commande est satisfaite, les montants et prix exacts
(gui peuvent &tre différents des montants et prix a la commande )
sont notés dans la colonne quantité livrée et »rix de la quanti-—
té livrée sur l'original et les feuillets du carnet de commande.
L}original et un autre feuillet seront détachés et partitont avec
la commande de médicaments pour servir de facture/bon de livraison
A la livraison, le.destinataire devrait confronter la quantité
recue ainsi que le prix avec le montant de la commande et la gquan-
tite de commandée.
P
: il \




"'ne fois cu'il s'est assureée que la quantité livrée et les nrix sont
conformes i la commande, les médicaments sont payés. Le montant

payé est noté sur l'original et sur le premier feuillet dans la co-
lonne somme regue. La date est indiquée et l'expéditeur aussi bicn -

gue Je destinataire signent sur les deux feuillets (original et

copie) .

.

Le destinataire garde l'original nour ensuite :
1) HNoter les quantités regues pour chaque médicament sur la fiche, -

de Stadck dans la colonne '"Entreée', reajuste la gquantité restant en

stock en consépuenae. Il note le numéro du bon de commande dans.:ley

colonne '"Observetion'.

2) Il inscrit la somme dépensée dans lec cahier de gestion a la
¢olonne '"Dépenses du jour" et l'utilisation effective des fonds

(:1édicaments" dans laacolonne ''Liste des Dépenses™;

3) Il archive l'original de bon de livraison dans le classcur -
"médicaments regus'.
L'exné&@8iteur, (déndt coﬁmﬁnautaire,“de CHM ou bien dépdt ragional)
conserve un feuillet bon de livraison signe

1) I1 note la cuantité livrée dans la colonne sortie de son ca-

Aizcrde stock et réajuste la quantité restante en stock.

2) Il note la somme recue dans le cahier de Gestion & la colonn®

"Recettes du jour'; .

3) Il archive la copiec du bon de livraison dans le classcur

"Commandes safisfaisantes'.

En utilisation ce systeme, on peut confronter la somme payée @t/
ou recue cnregistrée dans le cahier de gestion avec le ou les mon-
tants dont la liste a été établie sur le Son de Commande/Livraison

nendant une certaine période et ce tous les mois.

R SR

| \\\ )



Cet imprimé sera utilise au niveau des postes de santé et du Do-
pdt régional. L'infirmier chef de poste de santé peut ttatiléser
pour

1) Faire le résumé de l'activité de toutos les cases de santé

dans une CR pendant une période &éterminée.

2) Faire le resumé de l'activité du dépdt communautaire percant

une période déterminée.

Le gérant ou superviseur du dépdt CH peut utiliser cet imprimé
pour : -

1) faire le résumé de l'activités de tous les dépdts communautdx=

res pendant une période déterminée ~ un mois, trois mois, etc

2) Feire le résumé de l'activité du dépdt de CM pendant une pé-

riode deéetermineée.
le zérent du dépdt régional peut utiliser cet imprimé pour
) Faire le résumé de l'activité de tous les dépdts de CM pen-
‘dant une periode determinée.
2) Faire le résumé do l'activité du Dépdt régional pendant une

nériode déterminee.

Lo fiche d'inventaire devrait &tre recmplie tous les mols pour ce
qui est des dépdts communautaires, CHM et régional. Une copic de
Ltinventaire faite au dépdt communautaire devrait étre transmise
Au sumerviseur de CHM a la fin de chadue mois pour qu'il puisse &tre
constarment au courant de ce qui se passe & tous les niveaux du

SYystime d'inventaire et prendre des décisions anpropriées.

1/ Cchier de Gestion : annexe II

Il est utilisé essentiellement au niveau du dépot communautai Re
ot de Cii et éventucllement au niveau de la case pour évaluer les

Sorties ou entrées d'articles en équivalent financier.

Y A :
\a{ b
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scrintion de travail du phmrmacicg régional au niveau du Pp@ge%
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Lo Pharrmacien af{fecté au niveau réglonal participera a la mise

sur nied d'un systéme efficace de fournituros de médicaments et

de
71
Il
to
Il

services médicaux dans le cadre du jrograrme de santé rurzle.

est mis a la disposition du Médecin~Chef régional,

truvaille dans le cadre du projet de santé rurale, en dtrof-

collaboration avec le Coordonnateur du Projet.

devra assumer les responsabilités wnecifiques suivantes
Etablissenent de la liste de commandq, achat et distribution

de tous meéedicaments et fourniturcs destinés au d -6t reglomql.

- Asgurer le suivi du systéme d'inventalre et de : uvellemern %

Ce
qu

du stock.
ci intéresse également l'utilisatioh des produits phermaceuti-

\ 3
es a tous les niveaux.

-~ S'assurer que toute transaction financiere s'effectue de fa-

con ordonnée, ponctuelle et régulidro a tous les niveaux cu

3y

S0

steme d'approvisionnement.

Il devra éviter toutd rupture de stock a quelque niveau que ce
it |

En collaboration avec le personnel du projet, établir une po-
litique des prix des médicaments et fournitures qui puissent

assurer un revenu de la vente des produits aux villageois suf-

' fisant Dour permettre le renouvellement du stock sans faire

inadn |

cag

I1 assistera également aux réunions mensuelles du projet et,

anpel a des subventions du Ministére de la Sante.
Effectuer des towrnécs réguliéres dans les CHM, CR, les casegs
de santé pour superviser le fonctionnement du systeme d'approw-

visionnement at de gestion.
le

échéant, aux raunions de coordination départementale des CH.



“1l effectuerna cdes évaluations ponctuelles au niveau du systeme

<'anorovisionnement ot de gestion des deéepdts et formulera des

recor.w.ndations.

-

&)

9]
N

Ces taches neuvent &tre déléguées a l'assistant par le Pharme-

clen et devront 2tre exécutées comme précitées.

GESTION DU DEPOT COMMUNAJTAIRE DE MEDICAMENTS

________________ ootk ooty s to il dhicges
LIEV locaux appartenant a la CR
- Poste de santé
- llatersite iurale
- Maison communautaire , ' ‘ :
- Foyer des jeunes
- Foyer des Femmes
- Maison o»ronre (?)
-~ Abri oDroviscire
- Déndt construit nar la CR
Lec nrojet devra fournir : Armoires a étagcéres pour stockage

cdes medicaments

Conité de Cestion : Sont membres ce ce comité tous les nresi-
dents do comiteée de gostion des cases de lc
associés au comité de gestion du poste de

santé.

Procédure : Jne réunion devra se tenir en présence de tous les

Présidents cde comité de gestion de case et désignera
- un Président
~ un President acdjoint
- uan Treésorier
- un Trésorier adjoint
- un gérant de dépdot de CR

- des assesseurs.

caaleen



| @ot souhaité que le Président, le Tréscrier et le Gérant Fabitent

.. caf-iieu du Dé&pdt CR ou dans un village proche du chef-lieu.

&) Organisation des_ventes : choisir les jours de marché cu le comi-

———— - —— -~ - . —

td neut aétre nlus disponible.

Taches - Le Président : Personne morale assistée du Chef de poste

~ wonvoque les réunions
- dirige les réunions
- retient cn téte ot fait exacuter les
déc;sioné du comiteé ‘
; -~ contrdle le gérant du dépdt de CR et le

trésorier et vérifie le stock de fagon
réguliere et ce tous les mois

- autorise des dépenses pour toutes les
commandes .

—— - - — - - o

- Récupére les recettes du dépdt apreés chaque venwe

- tient e jou} son cahier de gestion

§ i

- débloque les fonds nécessaires pour satisfaire
les nouvelles commances et ce sur les directives
du Président du coaite

-

- expose la situation finenciére du dépdt a chaque
reéeunion.
z . L4 0 . ’, .
- Procéde a }‘echat des medicaments et a la réception
par le comita de gestion.

Le Gérant du Dépdt de liédicaments de la CR

e e e S G R WP WP L TR R ) R AN SR SN G R S Y WP WD e Gy B IR WA W WY W W T W UM W R e g

~ Vérifie le stock avec le Chef de poste en début
et en fin de journeéc de vente

~ vend les medicaments

- tient & jour son cahier de gestion ou- le CaXieR
de stock

- tient & jour les fiches ou le cahier de stock

v A
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- garde le carnet de bons de commande/Livraison

~ range les médicaments dans l'ordre

- verse les recettes du jour au trésorier
- Etablit les commandea sous la supervision du CP

- Autres membres cdu Comité de Gestion du Dépdt Communautaire de

A e A o o e 8 T 7 B A e g e W 4 e . = VY - Y Y G W Y P B M P W Rt v 2P e Baws et e o s

Médicaments
- les membres de ce comité narticipent aux réunions mensuclleg
du comité
- Contrdlent la gestion du Tréscrier et la Gestion du stock da
déenodt
~ marticipent a la détermination des mocalités de vente ¢
d la fixation des joura de vonte
A4 la fixation des prix ces médicaments
a l'inventaire périodique du depodt
- essurent le liaison entre le c¢épdt communautaire et leg cases
de santé de la CR (Diffusion d‘information)

- Le Chef de Poste cde Santeé

e e e e N e e ]

. sugervise le fonctionnerment et la gestion du DC en contrplant
L'évolution du stock (entrées et sorties)

la tenue des dacuments de gestion
la validité des commandes venant cdes casges

la gestion financiere,

. Sperviag i'aichlissementt 1o lr commetrda Ju u'dad . cammurseston e
‘o1 il faxg vissrosd . i Préstdemt du Comité de gestion

. remlit la fiche mensuelle d'inventaire du depot et l'envoic au
sunerviseur de CM en méme teops que le ré sumé des cases.

. procéde A l'achat de médicaments a la CM lors des réunians de
coordination si le comité le lui demande.

- Le Sumerviseur dénartementel

———————--———-——“—_——-——‘—.v._- -

. Supervise le chef de poste pour ia gestion et le fonctionnemen-t
cda Céndt communautaire

oo/ o

e
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contrdéle la valldité des fiches mensuelles d'inventaire en
comnaralson avec les stoclts et les documents de gestion

rencd comapte au ifédecin-Chef de Cl{ le plus rapidement possi-

bla de tout Drobléme de gestion rencontre au niveau des -
désnts. .
_Hégssigzghcf cde CH

neoerriiae le fonctionnement et la gestion du DC dans le ca- .

dre ce ses tournées de contrdole périodique

r:céresse les situations anormales signaléns pae: le supervi-
saur .

avise le nharmccien régional en cas de nécessité.

VI - GESTIOI Dt DERPOT DE Cli

d)

o Y e el

Lieu : local’dans le centre de santd désigné par le Médecin-
Chef
Conité de Gestion : - membres de l'APS

ot G e o S e G B S S Sy S -

-~ lédecin-Chef de CH
- Supervisour
Procédure : Une réunion seitiendra pour permettre A 1'APS cde

normer ceux ou trois de sos membres nour la gestion &Qu dépdt

et de Srendrecconnaissance des modalités de gestion et des

rdles de chacun des membres.

Le comité sera composé diun Président
d'un Trésorier
d'un Géreant .
du MécecineChef de Cl .
du Superviseur de CH

Orgenisation des ventes : Il est souhaitable dtavoir un jour .

—— - G — = D W WD W W - - »

fixe de vento au niveau de chaque CM et d'en informer les
bénéficiaires. .
%2 est souhaitable aussi d'orgeniser une vente de médicaments

le jour de la réunion de coordination de la Cli pour permettre
diemoindrir les colts de trensport.

e/



1 e g i n o eh o ea

o

e) Taches

—— o~ -

Le Prégident : Personne morele assistée du liéd/Chef dc

Clf convoque les réuniony et les dirige
© ¥ubkvdkicuter-yos dfEtiichy-autdomids -

. contrdle le gérant a2t le Trésorier

. eutorkse les dépenses nour toutes les com-
nandes

. conrdnnne ses activités avec le iiad/Chef -
de Cl{ et le supervisgeur

. cogére le Compte cdu céndt Clf avec le lad/
Chef - ) :

. Cortsrelifgrie 1pes CBREGRES

Le ”resor&gg :
. récunére les recettes dpréh-chaguecvente
et 1léd.dépbse régulierement aw niveau du

compte
. tient a jour son cahier de gestion

. récunsre los fonds a la 3anque wir ache=
ter les médicaments au dépdt régignal

- gigne les chéques

. expose la situation financiére du depot-&t
xha & Gunforoet présente les piéces justi
ficatives

Le Gérant : =~ . skgmre dsmopiipuridé tlla tanneaduldozal bt
des armoires

»r

~ vérifie le stcck avec:-le suverv1seur avant.’
et aprés chaque vente

- vend les médicaments

- tient 4 jour ses docuaments cde gestion
(cahiers de gestion, cahier de stock)

- verse les recettes du jour au Trésorier
aprés le contrdle du superviseuyr.

- Etablit les commandes sous la supervision
du superviseur



’ T T T

Le Suﬂerv1seur

Sy S wat G s St s Ot P

Le [iédecin-Chef

D N e el o )

1} -

supervise le fonctionnement et la ges.-
tion du dépot

vérifie le sdéck avec le gérant avant et
anrés chaque vente

contrdle les recettes eprés chaque vente .

vérifie la tenue a jour des documents
de gestion du dépot

contrdle et vise toutes les commandes
venant des DC

StupeYird so . 1 'dAtebdd dexwmam t atn 2 & omumanhas

et les fait viser nar le iiéd/Chef de CM

contrdle périocdiquement le fonctionne-
ment et la gestion du dépdt

cogére le compte cdu dépdt avec le
Président

garde le chéquier

vise les commandes

conmvoque le Président et le Trésorier
en cas de commande et de contrdle de
gestion

coordonne avec le FPharmacien rézional
son assistant lors de leurs tmurebale d«
supervision .
rend compte au nharmacien régional en
cas de oroblémes au niveau des dépots.

Y - LA GLSTION DE_LA PHARMACIE REGIONALE

La gestion de la pharmacie régionale et du dépdt régional fera
l'objet d'un document écrit, suite aux changements intervenus
avec les détisions du MSP a cet effet.

cee/vnn



VIII - SJUPERVISION

-—— D Aot g S g =y oy Sy

L'examen de ce document démontre une fois de plus l'absolu

nécosaité et la constance de la supervision a tous les

niveaux.

P i - - Y i - e -

] . ! w C.S | HENSUELLE {
. CHEF. DE POSTE i T T UTATRE | HEBDOMADAIRE |

~ DEPOT COMMUNAUTAIL ’
! | {
! Superviseur départe!l <~ Chef de noste nour le ! mensuelle !
. ! ~ - ~mental { dépdt communautaire ! . :

! ! -

) : -~ Gérant du dépdot CH | Jours de vente
t- . e e e aad e 2.2 10 e —--—‘-~-—T
{ ! !

! Médecin-Chef de CM ! - Superviseur et les CP ! périodique !
! : ! nour le dépdt communaue ! !
“1 ! taire ! l
! 1 ! {
) ;) - le Superviseur pour le 1
1 : dépot CM | mensuelle {
! ----------------- ‘_L---——-‘—-—Q'—w———-—'-—-"v".'."----"F-— ————————

'
Pharmacie régionale! =~ Superviseur pour le dé- mensuelle |
au besoin

journalier

l

!

! ou Assistant ! not CM, DC et CS
' -

{ ~ Dépdt regional

1

!
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Annexe II

STOCK

FICHE DE

FOM Oy

LOCALITE

JRIODUIT
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vous réanprovisionner lorsqu'il vous restera
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ANNEXE IV .

FIC-E THYVENTAIRE DE MEDICAMENTS ‘ Localité :
POUR LA PERJOQOODE DU ) au

s (N T Stork A LA [ SEUIL DE REAPPRO!
: n LI T | E 1 ! ) : !
l M ™ES PROD..XTS : STOCK AT DEBUTi ENTREE \ SORTIE , FIN DE LA PET VISIONNEMENT :
; ; ! , | RIODE CONSI=, : ;
: . ) ; | ,  DEREE | ;
¢TI T TS T e T s L S ) | S A B S !
! 1. Aspirine ! ! ! ! 1 !
e e r e ——- § U, el B A ) S e 2 gV R U {
! 2, Cnloroaquine ! 1 ! 1 ! !
e rr e e ———— ) S B B j SO U, !
! 3. - Auréomycine 1% ' ! f ! ! !
SRRV RSPy | | . 5 B L U, !
| 4. Az:réomycine 3% ! ! ! ! 1 1
g O ey Sy g g g N B S, R R B S U B S S B I
! §. Parégorique ! 1 ! § { . i
P e ————— Y e e e e !
! € Pinétazine l 1 ! ! ! 1
NN U U SNV EP S e Y e e —— !
1 1
I 7. Fer ! ! ! ! ! :
o m e — - om RSP R i S § S, d e H
| 1 i 1 ! ! 1
| 8.' Ascabicl ! , ! : , :
Attt B S ) S | S TTTTTTT T ITTTTTTTTTT T
< 9. Poudre a rehydrater ) 1 1 ‘,~~_- _-__--_--_-_-i
[ ettt : Sutuieieiehinintbainininintink Sk Tttt T T H
110' Alcool ' | 1 { 1 1
X Butntndadesieiashadnd B bt Smmmmmm T-——"~"~~-~=°=7777 i S b ToTTo ST T ST T 1
‘11. Comnrescae . : | ( : 1
N indnindaintuiebednhainiaieii b S ToRTTETEE T ) B M ¢ - - 1
12 "andes ; t i ) ___‘~—“£—_-_“—“__-‘*i __________________ 1
| oot TTTTTTTTTTTTTTTT | I L R R 1 ] !
y 13 ! 1 ! 1 ! )
_____________________________________________________________ Fomm— e — e )
y ;T TSIt T T ! T I !



DE GESTION

CAHIER
(Pour le dépot communautaire)
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~ANEXE  Val

“7CHE JE COMMANTE T35 MeEDiCAMENTS

EATE : Case de SANTE DE :
yTTT T | 25 e e H
! ! HMIOM D PROTHZIT ! QUANTITE { P.JUNITAIRE ! PRIX TOTfL ! OB3SERVATIONS
[, A B T T, L T Ly, T B Ty -
! t ! 1 { !
! ! ] 1 1 1
1 ! 1 ! 1 !
! ! ! § 1 1
! f ! ! ) t
1 ! ! ! 1 1
1 ! ! 1 ! 1
! ! ! ! 1 1
1 ! ! § i I
1 1 ! ! 1 1
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1

i1EAR SERVICE AMOUNT

1764 RENQVATION OF CENTER CFA 2.281.775

HAKING BLACKEOARDS, STEP-LAGDERS. DOORS. CURTAINS. AND TABLES 136,000

54 OFFICE 800K 65,500

WATER CONNECTION l46,134

THBLES EQUIFMENT FOR CENTER 146,700

CURTAINS {NVOICE FOR CENTER 129,150

TELEFHONE ANOD INSTALLATION i14,422

Mt INTENANCE EQUIFMENT FOR CENTER 124,395

TOTAL 1984, . o ieaniounsannnns 3,204,070

1985 WATER AND SEWERAGE CONNECTIUN 399,566

HAINTENANCE EGUIPMENT 191,151

OFFICE SUPPLY AND OPERATING COSTS 383,539

ELECTRICITY 142,762

TELEPHONE 259,799

TOTAL 13985...000uivs vereriees 1,280,813

1388 REFAIA AND MATNTENANCE OF CENTER 174,533

WHTER e, 372

FUNCTIGNING 133,100

ELECTRICITY 205,30

Lng EQUIPHENT 332,050

TOTAL FIRST SEMESTER 1330...... 1,032,007

RECAPITULATION

(5a4: CFA 3,284,676

(785: 1,286,813

1966 T THIS DATE 07,92s4d6: 1,032,007

PO T AL, e e . . 5,383,310

HONTHLT AVERABE 1ib NONTHS .. .vvvuvvenenn Cereseree et ie e 214,731

2,977,007

.............................................................................................

H N

N B X

EINANCIAL OVERVIEW = TABLES

Froure | : COSTS BENEAATED Y THE KAOLACK RESTONAL TRATNING CENTER
HPRIL (964 - HAr 1746

ANNUAL EQUTVALENT...ovvvannnen e vereees



Figure

(FERATING COSTS
BASOLINE COSTS
FERHANENT COSTS

OPERATING COSTS
EASOLINE COSTS
PERMANENT COSTS

QFERATING LOSTS

OPERATING COSTS
BASOLINE COSTS
PERMANENT COSTS

? ¢ MEDICAL REGION BUDBET/RELATED SERVICES BULGET
1985 - 198b
YAOLACK NEDICAL RESION LFA
....... T el N
e e e P v 2,282,000

L e e e e e e e e e e 1,000,000

L * ' ) . ’ LA . ¢ ¢ 2‘200‘00“
........... - . - P 358,900
lllll . . 3 . . . . £l * . . L . L] . . . l|500'000

REG[UNAL PHI (MOTHER BND CHILD CARE,
e e e e e e e e e e 2,830,00y

KAOLACK HEDICAL DISTRICT

........ T VY V I 11
........ A 1 AL L
e e e e e e 1,700,000

...... e e e e 300,000

e e e e e e e 16,742,000

Figure 3 : RURAL HEALTH DS - AILD
OPERATING COSTS - 1983

N AT AN N TN AT NI AN VAN AN ATAN S AN NTNANNI AN IR AL I ANAN YA YV Y Sy

1

2)

3)
4)
1

!

b)

T

Million CFA

SUFPLIES..cvvvvvnen Ceereniraeas Ceeeiaias . 1.3
SUFPORTING COSTS.uvvuvvrvnnians Veresesaienes .6
TRAININE CENTER. .. vvvvviviviiinninnnnss cove 0.3
LOCAL EQUIFHENT. ovuvivanereiionanesnns Ceeee 2.0
VERICLES, ...\, veveaais Creeienreanes verees . 1.2
OFFICE...ovvii e e e . 13.3
HISCELLAKEDUS. ..ot bervaans verreeiiiiaae 0.2

POTAL. o 0 v v e e e e e e 81.3

L S R L e e e L e e L A LA L LA L LA R AL R AR e L b
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ANNEX V1 0. ar 3

fFroure 4 : FROJECT OPERATING ARD MATNTENANCE LUSIS
I BILLLONS OF CFA
; il - ‘ 1964 1
' 12/80 1431 1987 1983 13 aosy |

vEAS FOR VEHLLLES - 8.00 0.73 f.6U 4,20
1ot which taported: 10U 1p02 X11)3 1ol
. i DHUGS 42,84 .08 22,19 98,00 61,70 3
v iat which 1aported: 1k 1oV J01 99% 0% )
{PERNANENT COSIS (WATER, ELECTRIC]TY, TELEPHONE) - 0,24 3,60 2.10 1.82
jof which 1aported: 1
16AS FOR MOBrLETTES AND MAINTENANCE &
{  SUPERVISION COSTS - {3.62 23.40 4,00 0.68 |
ot shich 1aported: ! :
{YEHICLE MAINTENANCE - 4,80 7.85 8.19 0,10 4
‘of which 1aported: :
THURSES CHRE - [T [.40 v. 80 -
10t which 1aported: 1
1BULLDING MAINTENANCE - - 15,00 22,90 Sl
iot whtch 1200rted: 404 40, 40%
. FINANCIAL COSTS . - hu3 0. 12 V.00 -
. Y mmems | meses | eseos | Swess | sesese \
1SUB-TOTAL 4.1 42,94 38.93 83,07 143,65 13.73 4
14,2 PERSONNEL CHARGES :
14.2(A)  LOCAL PERSONNEL '
! - SITE YISITS AND REFRESHER TRAINING - 27,60 14.72 5,29 8.85 |
i - JRLARIES 23.18 9.2 78,33 320 33.87
; ! - CHX REMUNERATION - - - - -
14,2(8) EXPATRIATE PERSOMNEL 3.4l 49,13 46,79 49,835 NI
. {SUBTOTAL 4.2 2.9 96.93 20,00 86,30 38.51 ¢
. ::====2:===::::===:=:::::::::::.’.‘:::.’.::::::::::::::::::::!::::::::::::=:‘.::===:=::::::::::::::‘.‘:;
- 14,3 EQUIPHENT REPLACEMENT COSTS - - - - -
1SUBTOTAL 4.3 0,00 0.0y 0. 00 V.00 0.00 3
4.4 SEAND TOTAL LUl 13547 173,08 129.99 132,24
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SINE HALGLHT eigfaal, HETSE TS U000 T m I T R ey

T T TR B B TR Y BTl U N T B B A A L 2 (OO BT S LT P

Freey DN TR

VEHICLES:

FROJETCT FF (DE:

ANNEX VII

FINANCIAL ANALYSIS = EXUIBITS

EXHIBIT 1,

L B

Jeb rhCRTTHE

wupplises
Fer 1=ms
LoAabor
Jrewrbiead
o pment

Hulrkoatal

Maintenance
Repairs
Farts
Mabviettes
Fl1rogues

Subtotal

Geaneral Owverhoead
Maintenance
Coantract Labor
suppliles

Hal aries
Henefits

ffe2rr Uiams
Equipment
Misceallaneous

Subhtotal

TATAL LACAL ACCAUNT

SUFFLIES
FERSONMEL

FER DIEMS
COMTRACT LABOR
VEHICLES
EQUIFMENT
GENERAL OVERHEAD

T o R BT 8 X S I VI T POY e A R R S

I R KR E I e

RN TN DA
44,088,070
540,754
117,258
754,237

2,701,866

2,421,674

101,287,446
1,756,845

SOE, 340

em e et e b s o - — o o —— - " s —

T.607,339
132, 700

=, 951,991
7,990,715
13,729,236
1,018,541

UL U32,200

7,519,458
|, 539, S4T7

—

131,308,180

SUMMARY

N PR PN
14,747 .,77°
45,190,270
SR, 908
17,975,77%
IE,R273,7480
S.,19%,350

~i

mmnTEsSsSmsosmax=

I A
0. 1%
A

2.17%
1.8%
7. 8%
L.3%

VA
(RIS A
.27

13.7%
1o, 4%
0.8%
0.7
17.17%

1. 0%
47, 0%

RN A

SmnnmTa=
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'SINE SALOUM RHDS PROJECT

LOCAL ACCOUNT EXPENDITURES SUMMARY

TRAINING (37.3%)

P. OFFICE (49.0%)

VEHICLES (13.7%)

SINE SALOUM RHDS PROJECT

LOCAL ACCOUNT EXPENMDITURES DETAIL

GENERAL OVERHEAD (3.9%)

EQUIPMENT (17.7%)

PER DIEMS (34.4%)

VEHICLES (13.7%)

PERSONNEL (11.2%)
CONTRACT LABOR ( .7%)

SUPPUES (16.4%) ’l/@




SINE SALOUM RURAL HEALTH DELIVERY 3EZRVICES pRG ECT
ACTUAL REPALR, HMATNTENANCE, FUEL GSED AMD X [LOMETZRS ORIVEN INFORMATON
DLEING JANUARY 70 DECEMBER, 1933
(IR C,F,A. FRANLCI)

T0TAL
Re6 TYPE AGE  PARTS LABOR Poe L MAINTENAN - TGTAL  KNS/YR LTS FUEL FUEL COST cosT

5038 T781 Peugeot S04 fgasaline) 7 408,149 200,000 618,149 49,798 667,947 4,163 1,890 490,400 [, 159,347

TOTAL FOR 504 7409,147 200,000 618,149 49,798 647,947 34,165 1,890 491,400 1,159,347
(047 TTBI Peugeot 404 (diesel) 20772,120 92,800 844,930 173,569 1,038,489 28,242 5,420 920,822 1,959,311
1048 TTBI Peugeot 404 (diesel) ? 450,939 59,050 549,989 139,703 489,692 L(,151 2,470 419,637 1,109,329

e 4 2 o 4 s A md V28 e L 0 v e e e = o 0 e e s o e R o A o e o e e e o

TOTAL FOR 404 OIESEL L,264,059 150,850 1,404,909 313,272 (,728,181 39,393 7,890 1,340,458 3,088,639
1658 TT81 Peugeat 404 (gasoline) | 497,704 13,000 420,704 75,390 496,594 17,358 1,100 286,000 782,594
1045 TTB1 Peugeat 404 (gasaline) 2 146,194 25,000 {71,194 96,186 267,380 23,450 2,480 444,800 912,180
1049 TTBI Peugeot 404 (gasaline) 2 137,674 6,500 144,174 97,623 237,797 28,300 4,210 1,094,600 1,332,397
0525 TTBI Peugeot 404 {gasoline) 3 267,79 76,800 344,596 99,035 463,631 16,297 3,440 894,400 1,253,031
0526 TTBI Peugeot 404 (gasoline)  3° 409,548 41,000 470,548 42,815  SI13,363 10,865  (,6(0 418,600 931,943
014 TTBL Peugeot 404 (gasoltne) 3 786,704 112,500 900,204 3,632 941,836 27,75 1,620 42,200 1,384,036

3

[174 TTAl Peugeot 404 (gasoline) 11,183 0 11t,183 18,177 129,160 12,876 990 257,400 384,740
TOTAL FOR 404 6AS 7,286,803 295,800 2,582,403 489,358 3,071,941 137,092 15,450 4,017,000 7,088,961
1923 TTBI R!2 Break { 59,008 31,000 90,008 7,200 163,318 20,965 2,890 751,400 914,718
1926 T7BI RI{2 TL Break ! 69,082 ) 69,082 60,668 135,730 ZL,218 2,250 385,000 714,750
8293 TTAl RIZ Break 302,48 99,000 342,248 91,115 45,363 28,973 2,770 720,200 1,173,543
8293 TTAl R12 TL Break S 419,467 35,060 474,527 28,648 503,175 29,717 1,520 395,200 898,375
TOTAL FOR RI2 819,805 176,060 995,865 233,741 1,249,006 106,875 9,430 2,451,800 3,701,406
1929 776l R4 Faurqonette I 124,312 2Z,000 146,302 103,241 249,853 13,608 1,520 395,200 444,833
1930 TTBl R4 Fourgonette 1 189,38y 28,000 217,180 48,504 286,184 23,031 3,030 787,800 1,073,984
1932 TT81 R4 Fourgonette v 238,081 36,000 272,681 97,828 170,309 23,254 1,770 460,200  B30,709
8281 TTAl R4 Fourgonette 23,33 0 213,323 23,062 236,185 10,1l8 880 228,500 445,183
AYERASE FOR R4 763,096 65,000 849,696 293,033 (, 142,731 79,033 7,200 1,872,000 3,014,731
1990 TT8i Traffic 15 seat (diesel) | 25,504 14,000 19,514 9,338 {26,072 8,377 1,340 231,058 357,127
1969 TT81 Traffic fourgen (dresel) | 112,474 47,173 139,647 130,311 289,938 18,024 4,290 728,842 1,018,800
AVERABE FOR TRAFFIC (37,988  &1,173 139,161 216,869 414,030 26,901 5,630 939,897 1,375,977
TOTAL COST FOR 20 VEWICLES §,272,351 749,383 §,042,234 1,544,275 7,608,509 394,294 435,620 10,641,158 18,249,663
Percent of total cost 29.91 4.2 3311 8.4% i 58.31 100,01

M



e e e [ P

SINE SALOUM RURAL HEALTH DELIVERY SERVICES PROJECT
DETAIL OF AVERAGE VEHITLE £0STS
QURTNG JANUARY TO QECEMBER, (985

(N C.F.A. FRANCS)

PARTS LABOR P+ L MAINTEN  TOTAL  KMS/YR LTS FUEL FUEL COST  COST

................................................................................................................................

AVERAGE COST FOR 504
7 4. ald (1) 408,149 210,000 618,149 49,798 667,947 14,165 1,890 491,400 1,159,347

AVERAGE COST FOR 404 DIESELS

Zyr. olds (D) 632,030 75,425 707,455 156,636 864,091 19,697 3,745 670,229 1,534,320
AVERAGE COST FOR 404°S: : :

L yr. old qas (1) 407,704 13,000 420,704 75,390 495,594 {7,358  [,100 266,000 782,594

2 yr. ald gas (2) (41,934 15,750 157,684 94,905 252,569 25,975  I,345 869,700 1,122,289

3 yr. old qas (4) 398,808 62,825 461,633 55,915 S5L7,548 21,946 1,915 497,900 1,015,448

Average atl gas (7) 326,686 42,257 368,943 69,908 439,852 22,442 2,207 573,857 1,012,709

AVERAGE COST FOR R12'S:

tyr. old (2) - 64,045 15,500 79,545 66,999 148,534 21,592 2,570 668,200  8L4,734
3yr. old (1) 272,248 90,000 362,248 91,113 453,363 28,975 2,770 720,200 1,173,543
S yr. old (1) 419,467 55,060 474,527 28,648 S0I,175 28,717 1,520 395,200 898,375
Average all (4) 204,951 44,015 248,986 43,435 312,402 25,219 2,158 412,950 925,352




COST PER KM (CFA)

e e e B I i T e PP,

11985 VEHICLE OPERATING COSTS

BY EXPENSE LNE ITEM

FUEL (58.3%)

REPAIRS (33.1%)

MAINTENANCE (8.6%)

COMPARATIVE OPERATING COSTS

B8Y VEHICLE TYPE

4044

[
N

N %

N %% .
A1l
LT

D
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CFA FRANCS
(Mlllona)

a

EXHIBIT &S

SINE SALOUM RHDS PROJECT

REPAIR COSTS OF A 404

3.5 /”
/

3 4 /V//"
2.5

2 ~
1.5 ~

1 —

b

0.5

0 s T T 4

1986 1987 1988 1989 1990

YEAR OF OPERATION
NEW 404 COST + ORIG. COST o REPAIR COST
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SINE SALGUN RURAL MEAL T OECTVERY SURCCTTES FROGEGT

COHPOSITION OF YSHICLE FLEET 81 TYRE AND AGC

ASSUNING CURRENT LEVELS wITH M0 RETIZENENT OF YEHICLES

YEHICLE FLEET [NFORNATION
TOTAL YEMICLES:
of new vehicles

[ 2 I S

Na.
Na,

Na.

Na.

Na.

Na.

of | yr
of 2 yr
of 3 yr
of 4 yr
ot 3 yr

old vehicles
old vehicles
old vehicles
old vehicles
old vehicles

1OTAL 404°s IN FLEET

VEHICLE FLEET INFORNATION
TOTAL VERICLES:
of new vehicles

f)

LN o v R —

Na,
Na.
Na.
No.
Na.
No,

af 1 yr
of 2 yr
of I yr
of 4 yr
of 3 yr

LN - (N ra

T0TAL 404 DIESELS

ald vehicles
old venicles
old vehicles
old vehicles
old vehicles

[N FLEET

YEHICLE FLEET INFORMATION
TOTAL VEMICLES:
of new vehicles

L3 B RS

Na.
Na.
Na,
Na.
Ha.
No.

of | yr
of 2 yr
of 3 yr
at 4 yr
of 93 yr

old vehicles
old vehicles
old vehicles
atd venicles
old venicles

TOTAL R12°S IN FLEET

1986 {787 1963 1989 1990
0 i 2 { 0
| 0} 4 2 !
2 | ) 4 2
§ 2 | U 4
) ) 0 0 )
] 1] 0 0 0
! ! I li !
1788 1987 1788 1989 1990
) 0 z U] i)
U] 0 1 2 0
2 0 0 0 2
, 0 2 0 U] 0
0 0 I} i 0
0 i 0 t )}
Z Z 2 2 ?
1786 1967 1728 1969 1§90
f) i i 4 0
{ D] | { i
1 3 D] t |
| i { 0 t
1) ] 0 i} 0
v i 1 1) ¥]
o 5 b 5 6
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VEHICLE FLEET INFORMATION
TOTAL VEMICLES:
new vehicles

0 No. of
l Na. of
2 HNa. of
3 Ka. of
4 Na. of
3 No. of

I v old
2 yr old
3 yr old
4 yr old
3 yr old

TOTAL R4°S [N FLEET

VEHICLE FLEET INFORMATION
TOTAL YEHICLES:
new vehicles

0 Na. of
| No. of
? No. of
3 No. of
4 Na. of
S No. of

{ yr old
2 yr old
3 yr old
4 yr old
3 yr oid

TOTAL RENAULT TRAFFIC

YERICLE FLEET INFORMATICON
TOTAL VEHICLES:
aew vehicles

o No. of
No. of
Xo. of
N3, o
. ot

No. of

[ R R S
-z
[

TOTAL 905°s

1 yr old
2 yr old
3yr old
4 yr old
S yr oold

X FLEET

EX'-HIBIT 7

o) S bty o} st s Pt st o8 gy s

(2 oFf =D

SINE SALOUM RURAL HEALTH DELIVERY SERVICES PROJECT

COMPOSITION OF VENICUE FLEET BY TYPE AND AGE

ASSUNING CURKENT LEVELS WITH NO RETIREMENT OF YEMICLES

vehicles
vehicles
vehicles
vehicles
vehicles

vehicles
vehicles
vehicles
vehicles
venicles

CIESELS [N FLEET

vehicies
ventcies
vehicies
vehicies
vehicles

1986 1967 1588 1969 1990

0 | 0 3 0
3 0 | 0 1
0 3 0 | 0
| 0 J 0 |
0 U] 0 0 0
0 i 0 0 0
4 4 4 i 4
1986 1987 19839 1989 1990
0 0 0 2 0
2 0 D) 1) 2
b 2 ) 0 )
0 D] 2 [ 0
0 0 0 0 0
0 1) 0 U] ]
2 z 2 2 2
1996 1987 1788 1989 1999
| U] 0 0 |
5] [ 0 ] 0
) 0 l U] 0
) ] [} | 1)
0 0 9 0 0
0 ] 0 V] 1)
| | l i {
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SINE SALOUM RURAL HEALTH DELIYERY SERVICES FROJECT
COXPOSTTION OF VEMICLL FLEET BY TYFE AND AGE

ASSUMING CURRENT LEVELS WITH NO RETIREHENT OF YEHICLES

TOTAL YEHICLES: 1984 19a7 (7688 1989 {990
0 No. of aew vehicles | 4 5 0] |
1 Na. of | yr old vehicles 10 | b 3 10
? Na. of 2 yr old vehicles h] 10 1 & b
3 Na. of 3 yr old vehicles b 5 10 ( b
4 No. of 4 yr old vehicles ' 0 0 0 0 0
b] Na. of 3 yr ald vehicles 0 0 0 0 0
TATAL VEHICLZS [N FLEET 22 22 2 2 22

¥EIGHTED AVERABE iz 0OF TnE VEHICLE FLEET 17 .6 17 0,9 17



EXHI®BIT £

P ot AN ot ntn v ant =i ——— )

LG § Low By o 1225
SUHE SALOUK FURAL WCALTH OECTYERY SERVICES PROJECT

ESTIMATED VEAICLE OPEAATING ANO YEPLACEAENT COSTS

ASSUMPTIONS FOR A NEW YEHICLE: AYERAGE 1994 1997 1968 1989 1990
vid PEUBEDT 999 e | 2 H i 5
Vehicle replacenent cost 4,600,000 4,510,000 4,968,000 5,165,440 5,794,675 6,258,249
General cost escalation factor 9,08 100,90 108.0 16,6 1260 136,0
Average vehicle itfe left in kas, (38,000 192,000 68,900 34,000 0 0
Average vehicle usage tn kas/yr 14,000 34,000 34,000 34,000 14,000 34,000
Vehicle repatr escalation index 100 D] 164 270 444 728
Average repatr cost tn lst yr, 400,100 450,900 457,213 t,079,82¢ 1,774,182 2,915,037
Repairs as a 1 of original cost 8.7% 14,31 25,51 38,41 63,42
Repairs as a L of replacesent cost 8.71 13,21 20,12 30.61 46,61
Repair escalation factor (ltr)lrd, 18.0%
Average maintenance cnst 50,000 30,000 94,000 58,320 62,984 48,024
Fuel cost per liter (CFA) 260
Average vehicle fuel use ka/lt (0.1
Fuel cost per year 871,339 871,339 914,905 950,651 1,008,483 1,039,117
Insurance cost per year 106,445 106,645 1,mm 117,576 123,453 129,629
Taxes k Registration per vear 20,000 20,000 21,600 23,328 23,194 27,210
Fuel consusption escalation factor 5.0%
Average vehicle life ia yrs/ag 4.9
Vehicle replacesent sinking fund [,364,562 1,564,562 1,364,362 1,564,562 1,564,362 0
Sinking fund cusulative balance 1,564,562 3,129,123 4,693,487 4,298,249 6,258,249

CJMMARY OF PEUGEOT 505 QPERATING COSTS

fuel 871,339 914,905 960,651 1,008,483 1,059,117
Repairs and Maintenance ' 450,000 TEL, 213 1,138,142 [,937,147 2,983,061
Insurance and Registration 126,643 133,377 140,904 148,449 156,637
TOTAL YEARLY C0STS PER VEH[CLE [,447,984 1,739,696 2,239,697 2,994,500 4,199,018
VEHICLE FLEET [NFORNATION
ORIGINAL VEHICLES: START: 1984 1987 1988 1959 1990
0  No. of new vehicles 0
1 No. of ! yr old vehicles 0 0
2 No. of 2 yr ald vehicles 0 0 0
3 No. of 3 yr old vehicles 0 0 0 0
{ No. of 4 yr old vehicles 1 0 0 ) 1
5 No. of § yr old vehicles 0 0 0 0
TOTAL ORIEINAL S05°s [N FLEET ! 0 0 0 0 0

DESTRED NUMBER OF VEHICLES [N FLEET ! | { ! ( |



EXHIBIT =

ot et ———— s ot ity v —rrin et oo

(2 o-Ff 12>
SINE SALOUM RUSAL HTALTH OELIVERY SERVICES PROJECT

ESTIMATED VEHICLL QPEAATING AND REPLACENENT (OSTS

Peyqeot 505 Fage 7

REPLACEMEND VEHICLES:  START: (7864 {987 1988 (989 199

0 No. of new vehicles | i) 0 0 |

| No, of | yr old vehicles 0 { 0 v 0

2 No. of 2 yr ald vehicles ] U] | 0 0

3 No. of I yr ald vehicles 0 )} 0 . i

4 No. of 4 yr ola vehicles 0 f) 0 ) 0

3 No. of 3 yr ald vehicles 0 ] D) 0 0

TOTAL REPLACEMENT VEHICLES 0 l ( | ! |
TOTAL VEHICLES N FLEET ( { l { { {
TOTAL COST OF REPLACEMENT VEHICLES 4,600,000 0 0 O 6,238,249

VEHICLE FLEET INFORNATION
TOTAL VEHICLES: ' 1984 1987 {988 1989 1990

0 No., of new vehicles { 0 0 0 !

I No. of | yr ald vehicles 0 ! 0 0 0

2 No. aof 2 yr old vehicles 0 0 ! 0 0

3 Mo, of 3 yr ald vehicles 0 0 9 l 0

4 No. af 4 yr old venicles 0 0 0 0 0

§ Ko, of 5 yr old vehicles 0 0 9 0 0

TOTAL 505's (N FLEET 1 ! ! ! !
YEHICLE FLEET REPAIR COSTS
ALL VEHICLES: 1984 1987 1988 1989 1990

0 Nex vehicles 400,000 0 0 0 544,196

| [ yr old vehicles 0 637,213 0 0 0

2 2yr old vehicles ¢ 0 1,079,822 ) 0

33 yr old vehicles 0 0 0,774,182 0

4 4 yr old vehicles 0 0 0 0 0

5 5 yr old vehicles

TOTAL REPAIR COSTS 0 400,000 457,23 1,079,822 [,774,182 344,194

FINAL SUNKARY OF PEUSZOT 503 COSTS 1934 1587 (988 1989 1990
Fuel 871,339 914,905 940,851 1,008,883 871,339
fenairs and Maintenance 150,000 701,213 1,138,142 1,937,187 412,220
Insurance an¢ Registration 126,643 133,377 149,904 148,649 134,837
Purchase of “eplaceaent VYehicles 4,600,000 0 0 0 6,238,249

.......................................................

TOTAL YEARLY GUTLAYS FOR ALL 505°S §,047,984 1,759,696 2,239,697 2,994,300 7,898,645



EXHIBIT =

P T SV S

* SINE SALOU RURAL HEALTH DELIVERf SERVICES PROJECT

LSTIMATED YEHICLE OPERATING AND REPLACEMENT COSTS

ASSUMPTIONS FOR A NEW YEHICLE: AYERAGE 1996 {987 1984 1949 1990
té+ PEUGEQT 404 DIESEL t44 I 2 M 4 5
Vehicle replacesent cost 1,067,500 3,067,500 3,312,900 3,577,932 3,864,167 4,173,300
General cost escalation factor 8.0% 100.0 108.0 [16.6 1260 136.0
Average vehicle life left tn kas, 80,000 60,000 40,000 20,000 0 0
Average vehicle usage 1n ras/yr 20,000 20,900 20,000 20,000 20,000 29,000
Vehicle repair escalation tndex 100 100 164 270 444 129
Average repair cost in Lst yr, 300,000 100,000 492,919 809,866 1,330,636 2,186,270
Repairs as a X of original cost 9.81 1612 26.4% §3.4% 71,31
Repairs as a 1 of replacesent cost 9.8 14,97 22,61 34,41 32,41
Repair escalaticn factor (ltr)3rd, {8.01%
Average maintenance cost 157,000 157,000 169,560 183,125 197,775 213,597
Fuel cast per liter (CFA) (170
Average vehicle fuel use ka/lt 5.t
Fuel cost per year 870,260 670,240 703,773 138,962 175,910 814,706
Insurance cost per year 180,584 180,386 189,615 199,096 209,051 219,503
Taxes & Reqistrotion per y24r 20,000 20,000 21,400 23,328 23,194 27,210
fuel consusgtion escalation facizr 5.01
Average vehicle life 1n yrs/aa ' 4.0
Vehicle replacesent sinking fund 1,043,325 1,043,325 1,043,325 1,043,323 1,043,325 0
Sinking fund cuaulative balance 1,043,725 2,084,650 3,129,975 4,173,400 4,173,300
SUMMARY OF PEUSEOT 404 DIESEL QFIZATING CISTS
Fuel 670,250 703,773 738,962 779,910 814,706
Repairs and Maintenance 437,000 462,470 992,990 [,328,411 2,399,873
Insurance and Reqistration 200,386 211,215 222,424 234,243 246,713
TOTAL YEARLY COSTS PER VEHICLt 1,327,846 1,577,458 1,954,377 2,538,356 3,441,293
VEHICLE FLEET INFORNATION
ORIBINAL VEKICLES: START: 1984 1987 1988 1999 1990
0 No. of new vehicles 0
! No. of | yr old vehicles 0 0 4
2 No. of 2 yr old vericles 7 2 0 0
3 No. of 3 yr old venicles 0 2 0 0
4 No. of 4 yr old vemicles 0 0 0 0 0
5  MNo. of 5 yr old venicles 0 0 0 0 0
TOTAL ORIBINAL 404 DIESELS 2 2 2 0 0 0
DESIRED NUM3ER QF VEHICLES [N FLEZT 7 2 2 ? 2 2
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© SINE SALOUM RURAL HEALTH DELIVERY SERVICES PROJECT

ESTINATED VEHICLE GPERATING AND REPLACENENT COSTS

Peugeat 404 Page 2

REPLACENMENT VEHICLES:  START: 1984 1987 (998 1989 1991
0 Ho. of new vehicles 0 0 2 0 0
| No. of | yr old vehicles )} 0 0 2 0
Z No. af 2 vr old vehicles 0 0 0 0 2
3 No. of 3 yr aold vehicles 0 0 0 n 0
[ No. of 4 vr ald vehicles 0 D 0 0 0
b] Xo. of 3 yr ald vehicles 0 0 0 0 0
TOTAL REPLACEMENT VEHICTLES 0 0 0 2 2 2
TOTAL VEHICLES IN FLCET ? Z 2 2 2
TOTAL COST OF REPLACEMENT VEHICLES 0 07,135,064 0 0
VEHICLE FLEET INFORMATION
TOTAL VEHICLES: 1986 1987 (948 1989 19%0
0 No. of new vehicles 0 0 2 0 0
| No. of | yr ald vehicles 0 0 0 2 0
2 No. of 2 yr old vehicles 2 0 ] 0 2
3 No. of 3 yr ald vehicles 0 2 0 0 0
[ No. af 4 yr old vehicles 0 0 0 0 0
S No. of 5 yr old vehicles ) 0 0 0 0
TOTAL 404 DIESELS IN FLEET 2 2 z 2 2
YEHICLE FLEET REPAIR COSTS
ALL VEHICLES: 19864 1387 1998 1989 1990
0 New vehicles 0 0 699,840 0 0
| { yr old vehicles 0 0 0 1,149,860 0
2 2 yr old vehicles 1,388,560 ) 0 0 1,889,256
3 3 yr old vehicles 0 2,281,812 0 0 0
{ 4§ yr old vehicles 0 0 0 ( 0
3 3 yr old vehicles
TOTAL REPAIR COSTS 0 1,388,640 2,281,512 699,840 1,149,860 1,889,236
FINAL SUNHARY OF PEUGEQT 404 OI£SEL COSTS . 1984 1997 1988 1989 1990
Fuel 1,477,924 1,351,820 1,240,321 1,407,347 1 477,9%
Repairs an¢ Maintenance 1,702,660 2,620,732 1,066,090 1,545,409 2,314,450
Insurance and Registration 01,177 422,43 444,848 468,490 493,428
Purchase of Replacesent Vehicles 0 0 7,155,864 f) 0

TOTAL YEARLY QUTLAYS FOR ALL 404 DIESELS 1,581,756 4,394,983 10,007,323 3,420,446 4,287,800

emmssme=—- e msan s s se Y e e m— e n ==
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STRE SALOUR RURAL HEALTH DELIVERY SERVICES PROJECT

ESTINATED VEMICLE OPERATING ANO REPLACEMENT 70515

ASSUNPTIONS FOR A NEX YEHICLE: AVERAGE 1984 (987 1988 1989 1990
tte PEUGEOT 404 ¢04 ! 2 3 4 5
Vehicle replacesent cost 2,567,300 2,647,300 2,880,900 3,111,372 3,360,282 3,629,104
beneral cost escalation factor 8.01 100.0 {08.0 116.6 126.0 136.0
Average vehicle [ife left tn kas. 90,900 57,500 45,000 22,500 0 0
Average vehicle usage in kas/yr 22,500 22,500 12,500 22,300 22,500 22,500
Vehicle repair escalation tndex 100 100 164 270 444 729
Average repair cost in Ist yr, 100,000 190,000 (64,303 269,955 443,545 128,739
Repairs as 4 X of original cost 3.7 6.21 {o.1x 14,6 7.3
Repairs as a 1 of replacement cost I 3.71 8.7% 13,20 20,41
Repair escalatiun factor (1+r)3rd, 18,01
Averaqe aaintenance cost 75,000 75,000 81,000 37,480 94,478 102,037
Fuel cost per liter (CFA) 260
Average vehicle fuel use ka/lt 1041
Fuel cost per year 376,621 375,621 603,452 353,725  447,5it 700,887
Insurance zaost per year 180,384 160,566 189,415 199,096 209,051 219,503
Taxes & Registration per year ) 20,000 20,000 21,400 23,328 25,194 27,210
Fuel consumption escalation factor 3.0%
Average vehicle life in yrs/ao L0
Vehicle replacesent sinking fund 907,274 07,276 907,274 907,276 907,276 0
Sinking fund cuaulative balance 907,276 1,814,332 '2,721,828 .3,629,104 3,629,104

SUMMARY OF PEUGEQOT 404 QFERSTING COST

Fuel 576,621 609,452 635,725 447,51t 700,887
kepairs and Haintenance 175,000 245,303 357,433 538,024 830,796
[nsurance and Registration 200,586 211,218 22,474 234,245 246,713
TOTAL YEARLY CGSTS PER VEHICLE 952,207 L,081,97t 1,205,584 1,439,780 1,778,396
YEHICLE FLEET [NFCRMATIQN
ORIGINAL VEHICLES: START: 1984 1987 1988 1989 1990
0  No. of new vehicles 0
t Ko, of | yr old vehicles l 1 0
2 Ko. af 2 yr old vehicles 2 Z ( 0
3 No. of 3 yr old vehicles { § 2 1
4 Kn. of 4 yr old vehicles 0 0 0 0
5 Ko, of 5 yr old vehicles 0 0 0 0 0
TOTAL ORIGINAL 404°s N FLEET 1 7 3 | 0 0

DESIRED NUMBER OF VEHICLES [N FLEET 1 7 7 ] 7 1

[3
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GINE SALOUA RURAL HEALTH DELIVERY SFRVICES PROJECT

ESTIMATED VEN{CLL OPERATING AND REPLACEMENT CSTS

Peugeot 404  Page 2 .

REPLACEMENT VEHICLES:  START: 1994 1987 1988 (989 1990

0 No. af nux vehicles 0 { 2 { 0

{ No. ot | yr old vehicles 0 0 4 2 |

2 No. of 2 yr old vehicles 0 0 0 4 2

3 No. af 3 yr old vehicles 0 0 0 ) '

{ No. of 4 yr old vehicles 0N f 0 0 0

§  No, af 3 yr ald vehicles 0 0 0 U] 9

TOTAL REPLACEMENT VEHICLES 0 0 { 6 li 7
TOTAL VEHICLES [N FLEET 7 7 ) 7 I 7
TOTAL COST OF REPLACEMENT VEHICLES 0 1,523,600 6,222,744 3,340,282 0

YEHICLE FLEET INFCRMATICON
TOTAL VEHICLES: 1986 1997 1988 1989 1990

0  No. of new vehicles 0 § 2 { 0

l No. of | yr old vehicles l 0 4 2 l

2 No. of 2 yr old vehicles 2 ! 0 4 2

3 MNo. of 3 yr old vehicles § 2 | 0 4

§ No. af 4 yr old venicles 0 0 0 0 0

3 No. of S yr old vehicles 0 0 b 0 0

TOTAL 404°s [N FLEET 1 7 7 7 7
VEHICLE FLEET REPAIR COSTS
ALL VEHICLES: 1984 1987 1588 (989 1990

0  New vehicles 0 432,000 237,280 (25,971 0

| [ yr old vehicles {52,133 0 709,790 383,287 206,975 .

2 2 yr old vehicles 462,987 249,939 0 1,164,207 629,752

3 3 yr old vehicles 1,408,403 760,537 410,690 0 L,916,118

4 4 yr old vehicles 0 0 0 0 0

b] 3 yr old vehicles -

TOTAL REFAIR COSTS 0 2,023,422 442,498 1,352,760 1,475,465 2,752,843

FINAL SUMMARY OF PEUBEOT 504 COSTS 1584 1787 19€8 (989 1990
Fuel 4,346,946 4,277,231 4,242,562 4,310,424 4,544,946
Repairs and Maintenance 1,548,422 2,009,496 1,966,120 2,336,814 3,447,099
Insurance and Registration 1,404,102 1,478,507 1,356,968 1,639,716 1,726,992
Purchase of Replacesent Vehicles 0 11,523,600 6,222,744 3,360,282 0

TOTAL YEARLY QUTLAYS FOR ALL 404°S 8,499,469 19,286,834 11,988,394 11,667,236 9,741,037
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SINE SALOUM RURAL hEALTH OELIVERY SERVICES FROJECT

ESTIMATED VEHITLE OPERATING AND REPLACEMENT COSTS

ASSUMPTIONS FOR A NEW YEHICLE: AYERAGE 1984 1987 1768 939 1190
tee RENAULT RI2 sy | 2 3 § 5
Vehicle replacesent cost 2,300,000 2,300,000 2,484,000 2,682,720 2,897,338 3,129,125
General cost escalation factor g.ul 100.0 108.0 16,6 126.0 {16,0
Avecage vehicle life left in kas. 100,000 715,000 50,000 25,000 0 0
Average vehicle usage in kas/yr 25,000 25,000 253,900 25,000 25,000 23,000
Vahicle repatr escalation index SR 100 164 270 444 729
Average repdir cost in lst yr, 132,100 112,070 184,020 302,330 496,771  8ls,210
Regairs as ¢ 1 of ortginal cast ' (R} 8,01 (3. 1% 2,61 35,52
Repairs as 4 % of replacement cast ‘ §.91 1.41 1.3 17.11 26,11
Repair escalatian factor (ltridrd. (8,01
Average maintenance cost 64,000 64,000 69,120 74,550 80,622 87,071
Fuel cost per liter (CFA) 260 :
Average vehicle fuel use ka/lt 10,6 .
Fuel cost per year 615,063 615,083 645,816 678,106 712,012 747,612
Insurance cast per year le,bbB 130, 648 137,201 144,041 131,263 136,828
Taxes k Registration per year Zb,OOO 20,000 21,600 23,328 29,194 27,210
Fuel consuaption escalation factor 5.0%
Average vehicle life in yrs/ao §.0
Vehicle replacewent sinking fund 762,281 782,281 182,281 782,281 782,281 0
Sinking fund cuaulative balance 792,281 1,364,562 2,346,343 3,129,125 3,129,125
SUNMARY OF RENAULT RI2 OPERATING CGSTS
Fuel 615,063 645,816 678,106 712,012 747,612
Repairs and Maintenance ' 176,000 253,140 377,000 377,392 903,282
Insurance and Registration 130, 668 158,601 167,389 176,459 186,038
TOTAL YEARLY COSTS PER VEHICLE 941,731 1,057,797 1,222,496 1,465,863 1,836,932
YEHICLE FLEET INFORMATION
ORIGINAL VEHICLES: START: 1984 1987 1988 1989 1990
0 No, af new vehicles 0
l No. af | yr ald vehicles 4 4 0
2 No. of 2 yr ald vehicles | l 4 0
3 No. of 3 yr old vehicles 1 l ! § 0
4 No. af 4 yr ald vehicles 0 0 0 0
5 No. of § yr ald vehicles 0 ) 0 0
TOTAL QRIEINAL R12°S [H FLEET 6 b 5 4 0 0

DESTRED NUKBER OF VEH(CLES IN FLEET b 6 5 ] 6 6
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ESTINATED VEMICLE DPERATING AND REPLACCHENT COSTSH

fenault K12 FPaqa 2
REFLACEMENT VEHICLES:  START: 1986 (987 (988 1987 1990
U] No. af new vehicles 0 | { 3 0
! No. of | yr ald vehicles D) 0 [ l 4
N No. of ¢ yr ald vehicles 0 0 ] l l
J No. of I yr old vehicles 0 ] 0 0 !
4 . Ko, of 4 vr old vehicles 0 0 0 0 0
3 No. of 5 yr old vemicles 0 ) 0 0 0
TOTAL REPUACEMENT VEHICLES 0 0 { 2 b 6
TQTAL YEKICLES N FLEET ) ) b b b
TOTAL COST OF REPLACEMENT VEHICLES 0 2,484,000 2,682,720 I1,389,350 0
VEHICLE FLEET [NFORMATION
TOTAL VENICLES: {984 1987 1988 1989 1990
0 Mo, of new vehicles N | ! 4 0
| Ko, of 1| yr old venhicles 4 [ 1 | §
i No. aof 2 yr old vehicles ! 4 0 l |
3 Ko. of 3 yr old vehicles ! [ 4 0 |
4 No. ot 4 yr old vehicles 0 0 0 0 0
5  No. of 3 yr ald venicles 0 0 0 0 0
TG7AL RIZ'S IN FLEET 6 ) ) b )
YEHICLE FLEET REFAIR COSTS
ALL VEHICLES: 1986 1987 1988 1969 1981
) New vehicles ) 120,960 130,637 584,331 D)
1 | yr old vehicles 681,554 0 1S6,741 214,540 927,247
¢ 2yr old vehicles 259,216 1,119,815 0 324,33 332,681
3 3 yr old vehicles 394,353 425,901 1,839,892 0 334,512
4 yr old vehicles D] ) ) 0 0
5 S vr oid vehicles
T0TRL SEFR{R £0STS 9 1,335.0123 1,866,676 2,189,270 1,105,329 1,814,420
T iNAL SUMXARY OF RENAULT R12 COSTS 1984 1987 1996 1969 1990
Fuel 3,973,381 4,029,500 4,108,925 3,784,172 3,973,181
fepairs and Maintenince 1,719,123 2,081,396 2,617,168 1,589,259 2,138,848
Insurance and Registration 904,008 952,808 1,004,337 1,038,753 1,116,225
Purchase of Keplacenent Vehicles 0 2,484,000 2,682,720 11,389,350 0

-------------------------------------------------------
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STNE SALOUN friikfe HEALTH DFLTYERY SERVICES PROJECT

ESTIMATED VEniCLe GPERATING AND REFUACEMENT 4515

ASSURPTIGNS FOF A NEX YEMICLE:

tee REMAULT KA 144
Yehicle raplacenent cost
beneral cost escalation jfacter
Averaqe vehicle life left 1n tas,
Average vehicle usage 1n Yes/yr
Vehtcle repair escalation 1ndex
fiverage repair cast 1n st yr,
“egalrs 45 a » of ortginal cost
tepa.rs 45 4 .0 af replacement cast
Fepair escaiaticn factor (l4r)lrd,
Average aaintendnce cost
Fuel cost per liter (CFA)
Average vehicle fuel use va/lt
Fuel cost per year
Insurance cost oer yesr
Taxes & Reqistration per year
fuel consuaption escalation factor
Average vehicie i1fe (n yrs/ao
Vehicie replacesent siaking fund
Sinktng fund cuaulétive balance

SUHKARY CF RENAULT R4 OPERATING COSTS

Fuel
fenairs and Maintenance
insurance and Registration

TGTAL YEARLY COSTS PER VEHICLE

VEHICLE FLEET INFORMATION

ORIGINAL VEHICLES:

No. of nex vehicles

No. of | yr old vehicles
No. of 2 yr ald vehicles
No. ot 3 yr old venicles
Xa. of 4 yr oid vehicles
No. of ¢ vr ald venicles

ey o N e O

T074L ORiBINAL #4°S [N FLEET

DESIRED NUMBER OF VEHICLES N FLEET

AVERAGE 1184
|
300,000 2,000,000
7,01 100,09
12,160 34,000
18,100 13,000
HOD; 190
215,000 218,009
7.3
9. 11
18.01
73,000 13,000
260
9.7
461,753 461,353
92,213 92,215
20,300 20,000
5.01
4.0
782,281 162,291
8¢, 8
481,353
286,000
12,219
879,548
STAKT: 1986
D)
b 3
0
| |
0
)
4 4
i §

237
2
7,484,000
10g. v
14,000
16,009
(64
A9, 968

15.2%
14,1

18,840

505,421
9,874
21,600

782,281
[,564,582

303,471

428,804

110,424

1,052,432
1987

0

]

]

-y

0

T

{

1940
M
2,682,720
6.6
3,000
19,000
z70
575,003
25.01
21,41

85,147
530,692

131,647
23,328

782,261
2,546,843

530,492
560,152
124,995

1,203,899

1384

1989

4

1,497,318
(26,0
1}
13,000
144
944,752
W}
32,81

91,959
557,227

(08,759
25,134

782,281
3,129,123

1771

129
1,552,297

47,51
49,61

99,316

535,083
112,048
27,210

0
3,139,128

583,058
1,651,573
139, 299

-
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STRE SALOUK SMURAL HEAL (K DECIVERY SERVICES PROJECT

ESTIMATED VERICLE (PERAT (NG AND REFLACENENT COSTS

REPLACEMENT VEMICLES:
Ho. of new vehicles

No. af | yr old vehicles
No. of 2 yr old vehicles
No. af 3 yr old vehicles
No. of & yr old vehicles
No. of 5 yr old vehicles

START:

CN o Y — D

TOTAL REPLACEMENT VEHICLES
TOTAL VEHICLES IN FLEET

TGTAL £OST OF REPLACENMENT VEHICLES

YEHTCLE FLEET INFORNATION

TQTAL YEHICLES:

No. of new vehicles

No. of | yr old vehicles
No. of 2 yr old vehicles
No. of J yr old vehicjes
No. of & yr old vehicles
No. af § yr old vehicles

LV =N - O

TOTAL R4°S [N FLEET

YEHICLE FLEET REPAIR COSTS
ALL VEHICLES:

. 0 New vehicles
1 ! yr old vehicles
2 2 yr old vehicles
3 3 yr old vehicles
4 } yr old vehicles
5 5 yr old vehicles

1074l REPAIR COSTS

- FINAL SUMMARY OF RENAULT R4 COSTS

Fuel

Repairs and Maintenance

Insurance ind Registration

Purchase of Replacesent Vehicles

1984

<

1986

1984

0
972,127

0
749,974

- . o o > > . " - . > " Ao " - -

2,073,489
2,014,102
448,360

(747

2,184,000

1947

1767

232,040
0
1,597,236

2,073,429
2,142,636

473,103
2,484,000

1788

1988

19848

0
377,963

0
7,624,310

2,177,101
3,342,862
499,980

0

renault K4 Page

1749

8,692,013

1989

1989

804,956
)
421,005

1,974,752
(,793,797

527,779
8,492,013

1990

1990

1990

0
1,322,568

0
1,020,332

2,073,489
2,740,163
557,191

0
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SUNE SALOUM @ORAL HEMTH DELTVERY SERVICES PROJECT

ESTIAATED YedINLE GPEAATING ANG REPLACEHENT GGSTS

ASSUMPTICNS FOR A NEW VERICLE:

ped RENAULT TRAFFIC OIESEL +4e
Yehicle reglacesent cast
General cost escalation factor
Average vehicle Life left tn yas.
Average vehicle usage 1n Yas/yr
Yahicle reparr escalatian 1ndex
Averaqe repdtr cost in [st yr,
Repairs 45 4 % of origunal cost
fepairs 1s a » of replicesent cost
Repair escalation factar (l+r)ird.
Average adintendnce cost
Fuel cost per liter (CFA)
dverage venicle fuel use ka/lt
Fuel cost per vear
Insurance cast aer year
Taxes & Reqistration par year
Fuel consuaption ascalation factor
Average venicie life in yrs/ea
Vehicie replacesent sinking fund
Staving fund cuaclative balance

AVERAGE

5,792.,9%)
3.0t
50,000
U000
100
DRI

18.0%
103,000
170
6.3
334,208
392,437
29,000
3.0%
1.0
1,939,700

SUMMARY OF RENAULT TRAFFIC DIEScL OPERATING COSTS

Fuel
Repairs and Maintenance
Insurance and Registration

TOTAL YEARLY COSTS PER VEHICLE

VEHICLE FLEET INFORMATION
ORIGINAL VERICLES:

Na. of new vehicles
No, of | yr
No. of 2 yr
No. of 3 yr
No. of 4 yr
No. af § yr

N P RO - D

TOTAL RENAULT TRAFFIC DIESELS

DESIRED NUMBER OF VEHICLES [N FLEET

START:

old vehicles 2
old vehicles
old vehicles
aid vehicles
old vehicles

1784
!
5,762,759
100.0
40,000
20,900
iD)
100,600
[.ax
1.8%

109,000

56,208
352,437
20,000

1,939,700
1,939,700

336,208
209,000
372,637

1187
2
6,157,186
08,0
40,000
21,000
164
164,303
2.7

2.71

117,120

563,019
170,269
21,400

[,939,700
1,879,400

563,019
282,023
391,869

1989
3
by 631,92
tLh.6
20,000
20,000
270
249,953
4,77
41

127,138

591,170
188,792
23,328

1,939,700
5,319, 1m

591,170
397,093
12,110

1989
4
7 084,§75
(26,9
0
20,000
444
443,345

7.81
6. 21

137,309

520,728
408,221
25,194

1,939,700
7,758,801

§29,728
580,854
137,416

{90

P
N

7,758 601

1%6.0

U]

20,000

129

178,799
12,42
9.4

v

143,297

851,74¢
128,622
27,2

651,745

877,033
433,842

1,117,845

1984

1,236,911

1987

1,400,173

1988

1,434,998

1989

1,984,659

1990

ra
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ESTINATED vt WICLE OFCRATING AND KREFLACEMENT 0515

Renault Traffic dresel Page 2

REPLACEMENT VEHICLES: JTART: | 1A 19497 248 1909 11491
) No. af new venicles 0 1 1 . )
| No. aof | yr old vehicles D] 1 ) 0 :
? No. af I vr old vehicles J 0 0 ) h)
J No, af 3 yr otd venicles 0 i 0 0 0
{ No. of 4 vr oid vehicles 0 ) 0 U v
5 No. af 3 yr ald vehicles 1) 0 0 0 1)
T0TAL KEPLACEMENT vEMICLES i il U 0 7 2
CTOTAL VEHICLES [N FLEET N Z 2 2 2 ?
TOTAL COST OF REFLACEMENT VERICLES D] 0 0 14,368,147 )

VEHICLE FLEET INFGRNATION

TOTAL VEHICLES: 1984 1987 {984 1969 1990
) Ne. of naw vehicles 0 0 U] 2 0
i No. of | yr cld vehicles 2 0 U] 0 2
2 No. af 2 vr ala vehiclas 0 2 )] ) 0
3 No. of 3 vr old vehicles 0 ; 2 0 0
{ No. cf % yr ald vehicles 9 ! 0 Il 0
. 5 No. or 5 yr old venicles 0 g 0 0 0
TOTAL RENAULT TRAFFIC DIESELS [N FLEET ? 2 Z 2 z
VEHICLE FLEZET REPAIR COSTS
ALL YEHICLES: 1984 1987 1948 1989 1990
0 New vehicles 0 0 0 231,942 0]
| I yr old vehicles 04,245 0] 0 0 413,949
K 2 yr old vehicles 0 499,917 (R 0 D)
3 3 yr old vehicles 0 0 821,760 0 0
4 4 yr old vehicles 1) ) ) 1) 0
B 3 yr old vehicles
TOTAL REPAIR C0STS 0 304,263 499,917 821,I3v 51,942 413,949
FINAL SUMMARY OF RENAULT TRAFFIC DIESEL COSTS 1984 1997 1988 1999 1997
Fuel 1,126,038 (,182,239 1,241,456 1,072,417 1,126,038
Repairs and Maintenance 522,265 735,357 1,079,656 326,360 710,334
Insurance and Registration 749,274 783,738 324,221 464,831 911,685
Purchase of Replacesent Vehicles 0 0 0 14,368,149 0

e e i e B s e

TOTAL YEARLY QUTLAYS FOR ALL TRAFFIC DIESELS

2,393,577 2,701,433 3,141,332 16,833,957 2,748,238
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SINE SALUUR RURAL HEALTH DELIVEC cEav iy Fiitegd
ESTIANTED VEHICLE JPERATIHG AND REFLACENENT COSTS
SURNARY BY YERICLE Tyeg

ASSUNING CUKRENT LiVels WITH hO RETIREMENT OF JEHICLES

(C.F.A)

FINAL SUNNARY OF PEUGEOT 305 COSTS 1984 1987 1983 1989 1590
Fuel ' 671,339 914,995 960,550 1,008,683 871,139
Repairs and Maintenance 450,000 M1,213 1, 118,142 1,837,147 612,220
[nsurance ind feqistratiaon 126,643 133,50 140,904 148,649 156,837
Purchase of keplacesent VYehicles 1,600,000 0 0 0 6,238,249

TOTAL YEARLY dUTLAYS FOR ALL 305795 6,047,984 1,759,696 2,219,697 2,994,500 7,898,645
FINAL SUMNARY OF FEUcOT 404 JIESEL CQSTS 1986 1987 1988 1989 1990
Fuel [,477,92¢ (551,820 1,249,521 1,407,547 1,477,924
Regairs and Maint2nance 1,702,680 2,620,732 1,066,090 1,545,409 2,716,450
[nsurance and Reqistration 401,172 422,431 444 648 468,490 193. 426
Purchase of Replacement Yehicles 0 0 7,155,864 ] D)

TOTAL YEARLY OUTLAYS FOR ALL 404 DIESELS 3,981,756 4,594,983 10,007,323 1,421,444 4,297,800
FINAL SUMNARY OF PEUGEAT 404 LQSTS 1984 1987 1938 1959 1990
Fuel 4,546,946 3,277,251 4,242,362 4,330,424 4,546,948
Regairs and Maintenance 2,948,422 2,009,496 1,966,120 2,336,814 3,467,099
In.urance and Reqistraticn 1,404,102 1,478,507 1,354,348 1,439,718 1,726,992
Purchase af Replacesent Vehicles 0 11,323,400 6,222,744 3,360,202 0

..............................................................

TOTAL VEARLY QUTLAYS FOR ALL 404°S 8,499,459 19,288,834 13,988,394 11,867,236 9,741,087
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SINE SALOUN RURAL HEALTH DELIVERY SERVICES PROJECT
EGTINATED VEMICLE OPERATING AND WEPLACEMENT £05TS
SUMMARY BY VEHICLE TYPE

ASSUMING CURRENT LEVELS WITit NO RETIREMENT GF YEHICLES

(C.F.A)

FNAL SUMMARY OF RENAULT RI(2 COSTS 1986 1987 1988 1989 1990
Fuel 5,973,381 4,037,300 4,108,925 3,784,172 3,973,141
Repairs and Maintenance 1,719,123 2,081,394 2,617,168 1,989,259 2,338,842
[nsurance and Reqistration 204,008 932,808 1,004,137 1,098,733 1,116,225
Purchise of Replacesent Vehicles 0 2,484,000 2,632,720 11,589,350 0

TOTAL YEARLY QUTLAYS FOR ALL RI2'S 6,596,512 9,337,704  10,413,{49 18,021,534 T 428,454
FINAL SUNMMARY OF RENAULT R4 COSTS 1986 1987 1998 1999 1990
Fuel 2,073,489 2,073,429 2,177,101 1,974,752 2,073,489
fepairs and Matntenance 2,014,102 2,142,636 3,347,882 1,793,797 2,740,143
Insurance and Registration 448,840 473,703 499,980 321,179 357,191
Purchase of Replaceaent Vehicles 0 2,484,000 0 8,692,013 0

TOTAL YEARLY QUTLAYS FOR ALL R4S 4,336,431 7,173,748 4,019,943 12,988,340 5,570,843
FINAL SUMNARY GF RENAULT TRAFFIC DIESEL COSTS 1986 1987 1988 1989 1990
Fuel 1,126,038 1,182,339 {241,456 1,072,417 [,125,038
Repairs and Maintanance 322,265 735,387 1,075,656 526,940 110,536
Insurance and Registration 745,714 783,738 824,221 864,831 911,683
Purchase of Replacesent Vehicles 0 0 0 14,368,149 0

---------------------------------------------------------------

TOTAL YEARLY OUTLAYS FOR ALL TRAFFIC OI%SELS 2,393,577 2,701,435 3,141,332 16,833,957 2,748,238

--------------------------------------------------------------
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SINE SALOUM RURAL MEALTH GELTVERY SERVICES PROJECT
ESTIMATED VEHICLE OFERATING AND REPLACEMENT COSTS
SUMMARY BY VEHICLE TYPE

ASSUNMING CURRENT LEVELS WITH NO RETIREMENT OF VEHICLES

(C.F.A)

FINAL SUMMARY OF VEHICLE COSTS 1984 1987 1788 1989 1990
Fuel L4,069,116 14,939,225 14,071,205 13,577,995 (4,049,114
Repairs 4and Haintenance 8,956,371 10,300,831 11,204,036 9,629,006 12,185,316

TOTAL “AR(ABLE JPERATING COSTS 23,025,687 24,340,096 29,277,252 23,207,001 26,254,432
[nsurince and Registratian £,030,060 4,244 784 4,471,258 4,710,218 4,962,357
TOTAL YEARLY OFERATING COSTS 27,035,748 28,554,820 29,748,310 27,947,219 31,216,789
Purchase of Replacement Vehicles 4,600,000 16,491,600 16 061,328 38,009,794 &, 258,249

TGTAL YEARLY QUTLAYS FOR ALL VEHICLES 31,655,748 45,076,420 45,909,838 65,927,013 37,475,038
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SINE GALOUM RUKAL HEALTH DELTVERY SERVICES eROJECT

CURRENT GISTR{BUTION GF TE HOTOR VEH[CLE FLEET

AG OF MAY 31, 1966

T1PE LOCATTON

PHASE

OUSPCSITION

O N O N b el g T

20
;
S

-
4

O @M N O W B LRy —

0701 TT81
1923 775]
1927 713l
1926 1781
8233 i7Al
1929 178(

Peugeat 404 (diesel
Pougeot 404 (diesel
Peugeat 404 (gas)
Peugeot 404 (gas)
Peugeot 404 (nas)
Peugeat 404 (qas
Peugeat 404 (gas)
Peuygeot 404 (gas)
Peugeot 404 (qas)
Peugeot 504 t(gas)

Faalack Praject Qffice

Kasnack Medical Center (Kaolack)
Ntoro Medical Center

Youngheul Hedical Center

Sokone Medical Center

503545 Medical Center

Yatfrine Medical Center
Foundigungne Medical Center
Fatick Medicsl Center

Kaolack Fraject Office

BLY Jreik Praject Qftice-Caardinatcr-Kaolack
R12 Break KPS

212 Breay xao0lack Region Sugervisica

#l2 Break Jirector, fratning Center

RI2 TL 8reax Fatick fegion Sugervision

R12 TL Break Grands tndesnies Supervision

R4 fourgonette
R4 Fourgonette
R4 Faurganette
k4 Fourgonette
Renault Traf 13 seat
fenault Traf Fourgan

Social Developwent - kaffrine
Social Developaent - Kangheu!
Soctal Development - Faticy
¥aolack Project Office
Training Center

keqional Pharaacy

peradnent
peraanent
peradnent
peradnent
persanent
peraanent
peraanent
geradnent
permanent
retire
retire
retire
sersanent
retire
peraanent
retire
retire
retire
ratire
retire
persanent
peraanent

/&V\
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Site Lot FURAL HEAUT DELTVERS Survivey #ROJECT

COMPCSETLON OF VEHICLE FUEET 8V TYPE AND AGE

ASSUMING 6RADUAL PHASE-UUT OF NOW-caSENTIAL YERICLES

VEHICLE FLEET [NFGRMATIY
TOTAL vi4lcLzs:
new sentcteas

)

N P i N —

Na.
Na.

No.

Na.
Na.
o,

of
of
of
of
af
of

|

Z
y
s
3

TyTAL 40475 IN

wr 9ld vehicles
yr cla vemcles

y yr old vehicles

yr 3ld vehicles
yr oid vehicles

FLizr

VEHICLE FLEET [NFORNATIZN
TOTAL VE-ICLES:

=

[ g I o B

Na.

Na.

No.
Ya.
Na.
No.

of
of
of
of
of
of

new »tclzg

|

(S R A 2 )

yr 3ld eehicies
vr tig vzhictes
yr cid venicles
yr 2id vehiclas
vrozid wzhiclas

TOTAL 404 DLESELS Y FLZET

VEHICLE FLEET INFORMATION
TOTAL YEKIZLES:

nex veiicles

=

N dm vl PO e—

T0TvL 512 S |

No.
No.
No.
No,
Na.

Yo,

of
of
of
of
of
of

N e el by e

vr 2id vemicies”
v 5.8 vehicies
yro2i3 venicies
wr 2.3 wzhicles
yrooi¢ senicles

{ PRBE |

1986 1787 1985 1989 1990

) ] { { 0
| 1) 4 4 |
2 ( ) 4 4
4 ? | 0 {
1) i )} 0 0
0] 0] ] U] )
7 7 9 9 9

%86 1937 1773 1989 1999

D ) 0 { 0
0 i ] 1} 0

0 ] 1) D]
0 z i 1 0
0 I} Q) ) i)
) 1) ) U [}
? K ) U] 0

1936 1967 1768 1989 1990

0 b) 0 ? 0
4 0 ] ] ?
! 4 J] g 1
1 | § i 0
b ) ) 1) 0
1 D) ] i 0
b 5 i 2 :



VEHICLE FLEET [NFORMATION
TOTAL VEHICLES:
nex vehicles

LN 2 L N — O

Na.
Na.

of
of

Na. of

No.
Na.
No.

of
of
of

[
[4
{
S

yr old
yr old
yr old
yr old
yr old

TATAL R4'S [N FLEET

VERTCLE FLEET INFORMATION
TOTAL VEHICLES:

LN = i ) o—

Na.
No.
Na.
Na.
No.
Na.

{OTAL RENAULT TRAFFIC

VEHICLE FLEET INFGRMATIGN

]

(¥ A L

Na.
No.
Ne.
No.
Na.
Na.

ASS

EEXEH{LER T T B I §

<22 o-F XD

SINE SALOUN RURAL HEALTH OELIVERY SERVICES FROJEC!
CORPOSITION OF YEHICLE FLEET BY TYPE AND NGE

UNING GRAQUAL FHASE-QUT OF NON-ESSENTIAL VEMICLES

1986 1987 1788 1989 1990

0 1 0 U] 0
vehicles 3 ] 0 0 0
vehizles 0 3 0 0 0
venicles 1 f) 3 0 0
vehicles ) 0 U 0 0
vehiclas 0 i} D) D) 0

4 3 3 ) 0

1986 1787 9498 [¢89 1990

0f new vehicles 0 0 0 2 0
of | vr ola venicles 2 0 0 ] 2
cf 2 yr ald vehicles 0 2 1) 0 0
of 3 yr ald vehicles i 0 i 0 0
of 4 vr old vehicles - 0 0 0 0 0
of 5 vr old vehicles 0 0 0 ) ]
DIESELS I FLEET 2 N ? 2 z
TGTAL VEHICLES: {986 1987 1968 1969 1999
of new veficles 0 0 i i 0
of | yr old vehicles ) 0 n D] 0
of 2 yr old vehicies D] U] 0 0 ]
of 3 yr old vehicles 0 ] 0 0] 0
of 4 yr old vehicles D] 0 0 0
of 3 yr old vehicles 0 ol 0 ] 0
U 0 U] 0 0

TOTAL 503°s i FLEET
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SINE SALOUR RURAL HEALTH DELIVERY SERVICES FROECT
COMPASTTION OF VEHICLE FLEET Y T1PE AND nGE

ASSURING GRACUAL FHASE-QUT OF NON-ESSENTIAL VEHICLES

TR RN, 1?86 1987 {938 1969 1990
0 NO. .+ ew veEnlg 0 § 4 3 0
[ Na. ot 1 or o0l weiniles 0] 0 4 4 5
2 No. of 2« " F v rqles h] 10 0 i 4
1 Ra. & 5 o ooud redieles b b {0 0 §
4 0. 0 ¢ . Mg vinltles 0 D) 0 0N 0
5 Na. ot o /7 2b oarcles 0 0 " 0 0
TOTAL VEHICLES [ FLEET 2 19 18 13 3

WEIGHTED AVERAGE AGE OF THE VEHICLE FLEET 1.8 .8 19 0.9 .9
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STNE SALOUR RUKAL HEALTH DELIVERY SERVIEES PROJLCT

ESTIMATED VERICLE DFERATEND AND REPLACERENT LOSTS

ASSUNPTIONS FOR A NEW VEHICLE: AYERAGE 1994 19497 {443 {49 QR
Vit PEUGEDT 404 DIESEL t#¢ { 2 S 4 3
Vehicle replacement cost 5,067,500 5,067,500 3,512,900 §, 577,932 3,864,157 4,173,300
General cost escaiation factor g.ot 10,0 tug.o 16,6 126.9 136,0
Average <ehicle tLife tett 1n das, 80, 00y 40,000 10,000 1,000 0 0
Average vehicle usdye (a kas/yr 20,000 20,000 20,900 20,000 20,000 20,000
Vehicle repdir nscaidtion index 100 1oy 164 270 44 19
Averdge repair cost in lst yr. 300,000 300,000 192,910 309,866 1,300,636 2,166,278
Repairs as 4 % of oriqunal cost 1.8 6. 1% 26,41 43,41 11.31
Repatrs as a4 U of repiacesent cost .87 14,91 22,61 34,41 iz
Ranarr escalation factor (l+r)ird. 18.01 '
Average aatntenance cost (57,000 137,000 169,560 133,125 ty/,775 23,397 .
Fuel cast per liter (CFA) (70 |
Average vehicle fuel use ka/lt . 5.1 . 0
Fuel cost per year 570,260 670,260 103,773 738,942 773,910 BL4, 704
Insurdnce cost per yedr 180,584 180,586 189,613 199,096 209,051 219,503
Tates & fegistration ger year 20,000 10,000 21,400 23,328 25,194 27,210
ruel consumption escalation factor 9.01
fverage vanicle lite 1n yrs/ag 4.
Vehicie replacesent sinking fund 1,043,325 1,043,325 1,043,325 1,043,325 1,043,323 0

Sinking fund cusulative baldnce 1,043,325 2,086,650 3,129,975 4,173,300 4,177,300

CUKKARY OF PEUGEQT 404 DIESEL OPERATING COSTS

Fue! 670,260 703,773 733,942 775,910 8L4,706
kenairs and Matntenance 457,000 562,470 992,991 L,5z8 411 2,399,875
insurance and Regrstration 250,586 2L, 213 222,42 234,43 246,713

TGTAL YEARLY COSTS PER VEHICLE 1,327,846 1,377,458 1,934,177 2,538,366 3,441,193

VER{CLE FLEET TNFORMATION

ORIGINAL VERICLES: START: 1964 1937 1938 1999 1950

0 No. of new vehicles 0

| No. of | yr old vehicles 0 0

2 No. ai 2 yr old vehicles 2 2 0 0

3 No. of 3 vr old vehicles 0 2 0 0

{ No. aof 4 yr old vehicleas 0 0 0 0 0

5 No. of 3 yr ald vehicles ¢ 0 0 0 0
TOTAL ORIGINAL 404 DIESELS 2 2 2 0 0 0

DESIGED NUNBER OF VEHICLES (N FLEET 2 2 2 0 0 0
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SIRE SALOUR RUBAL HEALTH DFLTVERY SERVICES whEI0LT

ESTIMATED YENTCLE QPEnATING AND REFUACENENT 1516

Feggeot 404 Fage )

REPLACEMENT VEHICLES:  START: 1984 1947 1784 1749 1191
0 No. af new vehicles 0 ) 0 I\ 0
| No. of t vr ald vehicles 0 iyl 0 ) i)
2 Na, of 2 yr old vehic!les 0 ] 0 0 0
5 Mo, ot I yr ald vemicles 0 0 0 ) )
4 No. of 4 yr old venicles U] U] 0 U 0
5 No. of 5 yr old vehicles 0 0} 0 0 0
TOTAL KEPLACEMENT VEHICLES 0 0 0] ) 0 0
TOTAL VEHICLES [N FLEET 2 z ? 0 0 0
TOTAL COST GF REPLACENENT VEHICLES 0 0 0 0 0
VEHICLE FLEET INFORMATION
TOTAL VERICLES: 1984 (787 1964 1969 970
D) No. of new vehicles 0 0 0 0 0
| Na. of | yr old vehicles 0 ) 0 0 0
2 No. af 2 yr old vehicies 2 D] D} i D)
M No. af 3 yr ald vehicles 0 2 0 0 0
4 Ne.o of 4 yr old venicles 0 U] 0 ) 0
3 No. of 3 vr ald venicles 0 ) 0 0 0
TOTAL 404 DIESELS [N FLEET 2 2 0 U] 0
VEH{CLE FLEET REPAIR COSTS
ALL VEHICLES: 1986 {1987 1989 1989 1790
0 New vehicles 0 0 0 0 0
1 | yr old vehicles 0 0 0 0 0
2 2 yr old vehicles [,738,640 0 0 ] 0
33 yr old vehicles 0 2,281,412 0 0 0
4 4 yr old vehicles 0 0 0 0 0
5 3 yr old vehicles
TOTAL REPAIR COSTS 0 1,388,660 2,281,412 } U] 0
FINAL SUMMARY OF PEUSEOT 404 DIESEL COSTS 1984 1987 1988 1999 1990
Fuel £,477,924 1,351,820 0 ] U]
Repairs and Maintenance 1,702,660 2,420,732 0 U] 0
Insurance and Registration 401,172 422,431 0 0 0
Purchise at Replacesent Vehicles 0 0 0 D] 0

o . - - =" 0 > - - o 40 D = > A e 8 s 8 00 e o

TOTAL YEARLY QUTLAYS FOR ALL 404 DIESELS 3,381,736 4,394,983 0. 0 0
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SIRE GALDUA RURNL HEALTR 9B ivERY Sty TELS FROJELT

COTINATED Wb LCUE ODPERATIRG AND sEFLACEAENT COSTY

ASSURPTIONS FOR A HEW (L AVERAGE 19498 1747 1938 149 RED}

tid PEUGEQT 404 e ! 2 J 4 3
Jehtcie replacesent cost 067,500 20607,900 20390900 30HE, 302 5,060,282 1629, 104
Ganeral cost escaidtian ractor g.u% 10,0 (08,0 116.6 124.0 36,0
Averaqe vehicle life leit (n ¥ns, 9, 000 67,500 49,00u 22,500 ) 0
Average vehicle usage 1n kas/yr 22,300 22,3500 28,500 27,500 22,509 12,500
Vehtele repatr escalation 1ndex ] 100 164 210 144 129
Qverage repatr cost tn (st yr. 139 (90 101,000 154,303 269,933 443,945 128,739
Reparrs as & 1 af original cost Ln 6.2% 10,11 16,61 27.31
Repairs as a X of replaceaent cost 5.1 3.71 8. 7% 13.21 20,11
Repair escalation factor (ltridrd. 18.0%
Average aatntenance cost 5,000 15,000 81,000 87,480 74,478 102,037
Fuel cost per liter (CFA) 260
Average vehicle fuel usa ka/lt 1.1
Fuel cost per year 574,621 576,621 A05,452 435,725 447,511 100,887
Insurance cost per year 160,384 180,586 169,815 199,095 209,051 219,503
Taxes % Registration per year 20,000 20,000 20,400 23,328 25,194 27,210
Fuel consuaption escalation factor 3.0%
Average vehicle life in yrs/ao 4.0
Ventcle replacenent sinking fund 907,274 907,274 q07,274 907,075 207,274 0
Sinking fund cusuiative talance R07,276 1,914,352 2,721,828 3,629,104 3,629,104

SUMMARY OF FEUGEQT 404 NFERATING CGSTS

fuel 576,421 609,452 633,125 467,511 700,387
Repatrs and Maintenance (75,000 745,303 157,435 538,024 830,794
Insurance and Kegistration 200,386 21,215 222, 4% 204,245 246,713
TOTAL YEARLY COSTS PIR VEHICLE 952,207 1,061,370 (,213,584 1,419,780 1,773,398
VEHICLE FUEZET [NFORMATION
ORIBINAL YEHICLES: START: {984 (987 17688 1989 1339
0 No. of new vehicles 0
! No. of | yr old vehicles 1 1 0
2 No. of 2 7yr old vehicles N 2 | 0
3 No. of J vr old vehicles § i 2 l 0
4 No. af 4 yr ald vehicles 0 i) 0 0 1}
5 No. of 3 yr old venicles ) 0 ] 1 2
TOTAL ORIGINAL 404 s [N FLEET 7 7 3 l ) 0
DESINED NUKBER OF VEHICLES [N FLEET 7 ] 7 y g ?
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STRE SALDUR mbkab HEAGTH DR by Sed2 0y 0RODE I
PUTRATED SOl GECRATING AND B FLACERENT T
reageot 404 Fage )
REPLACEMERT VEHICLES:  START: IRET (747 [ 71if} L9 1790
) No. at new vehicles 0 | A | 0
| No. of 1 yr old vehicles Y 1 4 4 |
2 No. of 2 ¢r old vehtcles 0 il 0 { l
3 No. of I vr old vehtclaes 0 1 0 I} 4
\ No. of & yr ald vehicles ) 0 0 0 0
5 No, of 3 yr ald vehicles 0 ) 1) ) )
TOTAL KEPLACEMENT VENWICLES 0] ) 4 ] 9 9
TOTAL VEHICLES [N FLEET / ] / 3 9 9
TQTAL COST OF REPLACEMENT VEHICLES 0 11,322,600 17,445,488 3,340,262 U]
VEHICLE FLEET [NFORMATION
TOTAL VEHICLES: 1964 1987 1508 1989 1990
0 No. af new venicles ] § i 1 0
| Mo, aof | yr ald vehicles | U] { 4 !
2 No. of 2 yr ald vehicles ! { 0 4 {
I No. of 3 yr old vehicles { 7 | U ¢
) Na. af 4 yr ald vehicles 0 0 0 1) 0
5 Ho. of 5 yr old vehicles 0 D] 0 v 0
10TAL 404's [N FLEET 7 7 9 9 3
VEHICLE FLEET REPAIR CCSTS
ALL VEHICLES: 1986 19¢7 13489 {989 1999
0 New vehicles 0 432,000 466,550 125,971 0
| 1 yr old vehicles 152,133 0 709,790 766,573 206,975
2 2 yr old vehicles 462,887 19999 0 1,166,207 1,259,904
: J yr old vehicles 1,408,403 780,937 410, 4%0 0 1,916,116
4 { yr old vehicles 0] J] 0 0 0
3 3 yr old vehicles
TGTAL REPAIR COSTS 02,023,477 [ 442,498 1,387,040 1,058,752 3,187,593
FINAL SUMRARY OF FEUSEQT 404 (0STS 1386 1§37 1058 1989 1590
Fuel 4,546, M6 4,277,231 3,395,804 5,341,329 9,818,193
Repatrs and Maintenance 7,548,422 2,009,438 2,374,380 2,909,057 4,300,325
insuranca and Reqistraticn Podod, (02 1,478,507 2,001,817 2,108,206 2,220,419
Purchase of Replacesent Vehicles 0 11,523,600 12,445,468 3,360,282 0

TOTAL YEARLY QUTLAYS FOR ALL 404°S 6,499,469 19,288,834 22,217,469 13,918,874 (2,339,739

2ZEESEESSSEIIISSISIISIISIISIEISSSIIZIIISSIEINSISIITIZSESS

v~



FoXEUT FY Lo

<™ < Ler»)
SIHE SACOUA e 900 v g el RS PRI

FOTIRATED bt iy b A0 =i pordit!l s s

ASIURPTIORS FOR A NEA WEHTOLE; AvE it b gl by LylY 1990
eer RENAULT 12 et ! { I 4 N
vohicte roplacoment cast AL P N DU R X WU TE B STV R BN E DAY B 0 DL I A
teneral cost escafation factor gL 1o,y (g0 116.4 t26.0 136.0
Average ventcle Lifa [aft 1n vas, OIS D)) 54,000 5 000 0 )
Average ventclo usdse in ras/yr AU 20,800 25,004 25,000 25,000 15,000
Vahicle repatr ascitdatian tndex Hun D] t44 270 444 129
Average repair cost 1a Ist yr. LE2,uon FL2,009 184,000 502,150 496,771 816,210
Renatrs a5 ¢ 1 af ariqinal cost 401 .01 IV 2UAL 19,58
Repairs as a 1 of replicesent cost 471 PR (1,31 17,11 26,11
Regair escalatien factor (1tr)Jrd, [8.0%
Average aaintenance :ast 64,000 A4, 060 69,120 14,650 80,622 87,071
Fuel cost per liter (CFA) 250
Average vehicle fuel use ba/lt 1.a
Fuel cost per year 818,087 515,061 645,818 578,106 112,012 147,612
[nsurdnce cast per year 130,263 130,660 137,201 144,061 151,269 139,828
Taxas & Reqistratien per year 20,000 0,000 21,500 77,129 25,194 27,20
Fuel consuapticn escalation factor 5.01
Average vehicle life 1n yrs/ao 4.0
Yehicle replacesent sinking fund 787,231 FaT gl 732,281 132,251 732,81 0
Stnking fund cusulative balance TRILIIL 1,964,952 2,246,843 3,129,128 3,129,105

SUNMARY OF RENAULT RI2 OPEXATING COSTS

Fuel 615,063 545,816 473,106 2,012 747,812
Repalrs ang Haintendnce 175,900 233,140 177,009 377,392 203,282
Insurance and Reqistration 150,648 158,801 187,189 176,459 134,038
TOTAL YEARLY COSTS PER VEHICLE S4L, 7310 4,087,757 1,222,496 1,465,863 1,836,932
YERICLE FLEET INFORNATION
ORIGINAL VEHICLES: START: 1924 1987 1983 1739 1990
0 Na. of new vehicles )
! No. af | yr old vehicles i 4 0
2 No. of 2 yr ald vehicles { : { 0
3 MNo. of 3 yr old vehicles ! ] ! { 0
4 No. of & yr old vehicles 0 ] 0 0 0
5 No. of 5 yr aold vehicles D] D] ) 0 0
TOTAL JRIGINAL R12°S [N FLEET 5 b S } 1) 0

ro
~

DESIRED NUMBER OF VEHICLES [N FLEET ¢ 5 5 §
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STHE SN OUN RUKAL BEAETH OED EERY SR My il
EOTTRATED VERTCEE OPERAT N ARD BEFENCEXENT s T
denault BE: o e )
REPLACIREXT YENWICLES: START: 1144 gl [RET [EEK 1799
0 No, af new vehicles 0 1 0 X 0
| No, of | yr ord vehicles D] ] 0 0l /
? No. af & yr old vehicles 0 i 0 U 0
! Na, ot 3 oyr old venicles 0 ) 0l ] 0
4 No. ar 4 yr old vehicles 0 J 0) 0 )
b] Mo, af 5 yr old vehicles 0 i 0 0 1
TOTAL REPLACERENT VEHICLES 0 0 0 b 7 2
TOTAL VEHICLES [N FLEET b A 5 4 2 2
TOTAL COST OF REPLACEMENT VEMICLES 0 1 0 95,794,873 0
YEYLCLS FLZET INFORNATION
TGTAL VEHICLES: 1986 1587 1988 1789 1990
0 Na. af new vehicles ) 0 9 2 0
| Ko. of | yr old vehicles 4 ) D] 0 2
2 No. af 2 yr gld vehicles l § 0] 0 0
3 Na. aof 3 yr old vehicles | l 4 0 0
4 No. af & yr old vehicles 0 0] 0] Y 0
S No. of 3 yr ald vehicles 0 0 U] 0 0
TATAL R12°S M FLEET b 3 4 2 2
YEHICLE FLEET REPAIR COSTS
ALL YEHICLES: 1986 1987 1988 1589 1990
0 Mew vehicles 0 v 0 292,175 0
| { yr old vehicles 681,554 0 0 0 463,623
2 2yr old vehicles 259,26 1,119,813 DI D) 0
3 3 yr old vehicles 394,353 425,901 1,839,892 0 0
4 4 yr old vehicles 0 ] 0 . 0 0
N] 5 yr old vehicles
TGTAL REPAIR CLSTS 01,335,123 1,549,716 1,839,892 282,175 463,823
FINAL SUMMARY QF RENAULT RI2 C05TS 1584 1967 1588 1639 1990
ruel 3,973,181 3,424,437 2,848,047 1,230,125 1,291,631
fegairs and Maintenance L7E9,120 1,891,316 2,138,450 M43, 419 837,76
[asurance and Reqistratian 904,008 794,007 669,558 152,918 372,075
Furchase of Replacesent Vehicles 0 0 0 3,794,473 0

TOTAL YEARLY QUTLAYS FOR ALL RI2°S
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Stttk CiGAS Ty N el eaine IRINTETTS P
thE RENAULT G4 1o !
denicie replicaaent toot A TR LMD IR
meaac il cast eseafation vt or q.ont gy
nearage vehicle [ite [eoer gn vas, SRID D] T unn
nerrage veatcle yigge i bas/gr {5,000 R
Varicle repdair 2scalatian 1ades (uy D)
feecaga ragdir €25t i[5t yr. MWD 0000
Repatrs 45 4 L 9t oriqunal cost vl
Ragatrs as a L of raglacesent cast SO
Reoatr escalation factor (leriird, 19,02
fAverige eatntenince cost 15,000 P 000
Fuel cost per liter (CFA) 760
Average vehicle fuel use xa/lt 3.7
Fuei cost per year 441,353 WL, 057
Insurance cast zer vear 72,115 §e,0109
Tdxes % Reglstration ger year 20,300 20,000
Fral canseagtion ascalition factor 5.0
rverage vehicle life in yrs/4o 4.0
Vehicle regluacement sinking fund 187, 5 792,091
Staniag fuad cuagladive Jalince sz, 3
SUMMARY OF RENAULT Re DPERATING £0STS
fusl 431,153
Pendirs and Matntenance 285,000
Insurance ard Fegistration 112,2'%
T0TAL YEARLY COSTS PER VEHMICLE 379,548
VEHICLE FLEET INFORMATION
OR[GINAL VEKICLES: START: 1985
0  HNo. aof new vehicles 0
| No. of | yr ~.d vehicles M 3
2 No. of 2 yr old vehicles 0
3 No. of I yr old venicles l |
L No. af § vr ald vehicles 0
S  No. of 5 yr old vehicles 9
TCTAL ORIGINAL R4'S [N FLEET i {
CESTRED NUMBER OF VEH[CLES [N FLEET 4. §

1,036,711

P31,945

L,725,582
L969

1)

)

o

t)

0
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STNE SAUGUR #BRA e MCTE gef EvEaed SRyl vitidi |
ERTLANTED o 0L E GPERnT i ZHD i it A AN
om Ropanit k4 bage
-! REPLACEMENT WERICLES:  START: L34 1967 1744 Vi Vi
1) HO. at new venicles 0} 1 y 0 "
{ No. a3t D ove aid venicles ! 1) " 1 i
Nao. ar 2 yr old venicles 0 y D) 0 b)
) | ¢ No. af . yr cida /ehtciasg 0 Y 0] Y 1
{ No. af § yr old vehicles Ul i 0) Y )
9 Na. af 3 vr ald venicles 0 ] i) T 0
TOTAL KEPLACEMEMT VEHICLES 0] 0] ) 0 0 0
TATAL YEHICLES [N FLEET 4 4 y M 0) 0
TOTAL COST QF REFLACEMENT VEHICLES 0 1) 0 U] )
VEH{CLE FLEET [NFORMATION
TOTAL YEHICLES: 1984 1987 {984 (989 1590
) Na, of naw vehicles 0 ] 9] ) 0
{ No. of 1 yr old vehicles M i ] 0 0
2 No. af 2 yr cld venicles D) 3 9 ) 0
1 Na. ar Joyr ald venicles ! ] M 0] 0
{ No. af 4 yr ald vehicles 0 g U] I 0.
3 Ko, af 3 yr ald vehicles 0 1) 0 0 0
TOTAL &4'S [N FLEET 4 3 M ) D]
VEHICLE FLEET KEPAIR COSTS
ALL VEHICLES: 1984 1497 1988 1y59 {990
. O New vehicles 0 0 ] ] D]
| | yr old vehicles : 972,127 0 G () 0
2 2 yr old vehicles ) J9 1,397,134 U] i 0
3 3 yr old vehicles . 749,974 0 2,524,310 D) 0
{ 4 yr old vehicles . 0 ) n il 0
3 3 yr old vehicles
TOTAL REFAIR COSTS 91,722,102 1,597,238 2,624,010 1) D]
FINAL SUMMARY OF RENAULT R4 COSTS 1984 1987 1988 1989 1950
v Fuel , 3,073,489 1,592,076 1,671,880 0 0
G Kepairs and Maintesanca ' 2,004,102 1:433,75% Z,679,792 0] i)
E Insurance and Registration 448,860 395,277 174,969 - 0 0
Purchase of Replaceaent Vehicles 0 0 0 0 )

TOTAL YEARLY QUTLAYS FOR ALL RY'S 4,536,451 3,781,109 4,926,417 0 g
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' EXHIBILT 12
Y ¥ 1. <2 )
STHE SALUUR Jbaod b AT OrE EvEiY S0 L0k PRI
COTIMATED 0l LE ulCRATENG AND REFLACEMENT G057
ASSUMPTTONS FOR A NEW VEHICLE: AVEANGE 1904 1 1748
e RENAULT TRAFFIC DIEDEL tee | ! J
Vehicle replacraent vost G005 5,700,730 A, 157,136 6,551,921
heneral cost escalation factor q.oul (0.9 10g.n 114,48
Averige vehicle Life [eft (n s, 81,001 41y, 000 10,900 20,000
Average venicle usdge 10 kas/yr 20,009 0,000 20,800 20,000
Vehicle repair escalation tndex 190 D) 164 270
Averane repdir cost in lst yr. Lon, 000 100, 09 154,503 2h?,953
Repairs as a X of original cost .87 .71 4,71
kepairs as a 1 af replacesent cast .8V 2.7 i1
Regatr escalation factor ([(+r)ird. : 18.01
Average adintenance cost 109,000 109,000 7,720 127,138
Fuel cost per liter (CFA) 170
Average vehicle fuel use ka/lt 6.3
Fuel cost per year 315,208 534,208 363,019 391,170
Insurance cost ger year 352,837 352,637 370,269 388,742
Taxes & Registration per vear 20,600 20,000 21,400 23,32
Fuel consusption escalation factor 9.0%
Average vehicle life in yrs/mc 4.0
Vehicle replacesent sinxing fund (939,700 1,939,700 1,739,700 1,939,700
Sinking fund cuaulative balance 1,939,700 3,879,400 5,619,100
SUMMARY OF RENMAULT TRAFFIC DIESEL OPZRATING COSTS
Fuel 536,208 583,019 591,170
Repairs and Maintenance 209,000 282,023 197,092
[nsurance and Registration 372,637 391,849 2,110
TOTAL YEARLY COSTS PER VEHICLE {117,845 1,236,911 1,400,173
VERICLE FLEET INFORMATION
. ORIGINAL VEHICLES: START: 1986 1987 1988
Q@ No. of new vehicles 0
! No. ot | yr old vehicles 2 2 0
2 No. of 2 yr old vehicles 0 2 0
3 No. of 3 yr ald vehicles 0 ] 2
) No. of & yr old vehicles 0 ] 0
5 No. of 3 yr old vehicles 0 0 0
TGTAL RENAULT TRAFFIC DIESELS 2 2 2 2
DESIRED NUNBER OF VEKICLES [N FLEET 2 2 2 2

-------------------------------------------------------

1949+
]
T 84,075
126,49
0
20,000
144
443,545
7.8%
6.71

137,309
420,728

408,221
25,194

1,939,700
7,759,801

620,723
580,854
133,416

[,434,998

1989

177

-

J

1,738 901
136,90

0

20,000

128,

12.61
7. 41

148,

851,
128,
27,

631,
877,
433,

,984,

1590

129
139

293

763
632
210

763
033
842

639

773
[
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CSTIRATED YEHITLE OPERATING WHD HEPUACEAENT 0515

henault fraftic fiesel rage o

REPLACEMENT YERICLES:  STAK(: 17864 t797 1788 149 L9910
0 No, of new vehicles 0 I 0} 2 )
i No. af | yr old vehicles 0 U] 0 D] 2
2 Ko. af 2 yr ald vehiclas ] ] ] 0 0
} No. ¢f % yr ald vehicles 0 0 0 T 0
{ Mo, of 4 yr ald vehicles 0 0 0 Ul
b] No. of 3 yr alg vehicles 0 0 0 ) 0
TOTAL REPLACEMENT VEHICLES 0 0 0 ) 2 2
TOTAL VEHICLES [N FLEET z Z Z 2 2 i
TOTAL COST OF REPLACEMENT VEHICLES 0 f) 0 14,768,149 0
VEHICLE FLEET [NFORMATION
TOTAL VEHICLES: 1934 (987 1988 1949 199
0 Nao, af rew vehicles 0 0 0 2 ¢
! No. of | yr old vehicles 2 0 0 0 2
2 No. of 2 yr cld vehicles 0 R 0 0 0
3 No. of 3 yr old vemicles 0 1) ? 0 0
{ No. af 4 yr old vehicles 0 0 0 0 0
5 No. of 5 vyr ald vehicles 0 0 0 0 )
TOTAL RENAULT TRAFFIC DIESELS IN FLEET 2 2 2 2 z
VEHICLE FLEET REPAIR COSTS
ALL YEHICLES: 1994 1987 1988 {999 1990
0  New venicles 0 0 0 251,942 0
1 \ yr old vehicles 304,265 0 0 0 413,949
2 2 yr old vehicles 0 499,917 0 0 0
3 3 yr ald vehicles 0 o 821,380 0 0
{ 4 yr old vehicles 0 0 0 0 0
5 5 yr old vehicles
TOTAL REPAIR COSTS 0 T4, 265 499,917 A2(,380 251,962 413,349
FINAL SUNMARY OF RENAULT TRAFFIC DIESEL COSTS 1984 1987 1988 1989 1990
Fuel 1,126,038 1,182,339 1,241,456 1,072,417 1,126,038
kep2irs and Maintenince §22,245 735,357 1,075,636 326,380 710,538
Insurance and Registration 745,274 783,738 824,221 846,831 911,683

Purchase of Replacesent Vehicles 0 i} 0 14,348,149 0

- - > 4 O 00 e 0 o e O P D N OV s 4 e 08 e o e
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C L <yt BAIED ]

SrE AL RORAL EAUTH Gl iR O ke VICES Fioginss
CHTIMATED YEHICLE GPERATING AND FEFLACERENT CU5TS
SUMNARY BY VERICLE TYPE

ASSUATRG SEATURL FRASE-QUT OF HON~CSSENTTAL YEHTCLES

(C.F. A

FLAL SUMNARY OF PEUGEQT 3503 COSTS {1984 1987 {9640 {989 1999
Fuel
Reaairs and Maintanaace
nsurance ana fagistratien
Pyrchasc of Replaceaent Yehicles

TATAL YERRLY QUTLAYS FOR ALL 505°S
FINAL SUMMARY 0F PEUSEQT 404 DIESEL COSTS 1984 1987 1958 1989 1990
Fuel 1,477,924 1,551,300 0] 0 0
Repairs and Naintenance 1,702,660 2,620,732 0 )
lnsurance ind Reqistration L, 172 §22,431 ) ) 0
purchase of keplacewent Venicles D] 0 0 0 0

TOTAL yeARLY QUTLAYS FOR ALL 404 DIESELS 3,381,736 4,594,967 0 0 ‘ 0
FINAL SUMMARY OF FEUGEDT 404 COSTS 1984 1987 19£8 L9089 1591
Fuel 4,540,946 4,277,550 9,399,804 5,941,329 5,818,169
kegatrc and Matatznance 2,948,422 2,009,498 2,374,580 2,909,087 4,309,973
[asurance and Rejistratian 404,102 1,473,307 2,001,417 7,108,206 2,220,419
Furchase ¢¥ Realacasent Vehicies 0 11,523,800 12,443,488 3,380,282 0

" o~ o - o - " 0 e e 4 e o .

TOTAL YEARLY QUTLAYS FOR ALL 404°S 8,499,469 19,288,834 22,217,469 13,918,874 12,339,739



FNAL SUMNARY OF REMAULT R{Z £05TS

Fuel

kepatrs ang Matntenance
incyrance ind Regqistration
Furchase of Replacesent Yenicles

TaTAL reARLY JUTLAYS FOR ALL AI2'3

FINAL SUMMARY OF RENAULT &4 COSTS 1984 1987 1989 1989 1950
Fuel 2,073,489 1,592,076 1,871,680 0 0
Repairs and Maintenance 2,014,102 1,833,736 2,879,732 0 0
Incurance and Registration 448,860 355,277 374,983 p] 0
Purchase aof keolacement Vehicles 0 0 ) D) 0
TOTAL YEARLY CUTLAYS FOR ALL R4S 4,536,451 3,781,109 4,926,417 ) 0
FINAL SUMNARY OF RENAULT TRAFFIC OIESEL COSTS 19864 1987 {988 1959 1990
Fuel 1,126,038 1,182,339 1,241,456 1,072,417 1,126,078
Repairs and Maintenance 322,263 133,337 1,075,656 926,360 710,338
[nsuranca and Registration 745,274 183,738 824,221 884,831 11,483
Purchase ot Replacesent Vehicles U/ 0 0 14,248,149 0
TOTAL YEARLY QUTLAYS FOR ALL TRAFFIC OIESELS 2,393,577 2,701,435 3,141,332 16,833,957 2,748,238

EXHIEnIL T B .

- it —hae vy iy et s

C2 o-F N

SINE SALOUA RURAL HEALTH DELIVERY SERVIVES PROJEGT
FETIMATED VEHICLE OFERAT NG AND REPLACCMENT (0515
SUMMARY BY VEMICLE T¢PE

ASSUNING SRADUAL FHASE-OUT OF MIK-ESSENTIAL YEHICLES

(C.F.A)

1984 1987 938 1989
TO7 IR T AT S 2,048,047 1,220,108
1,719,123 1,891,316 2,118,490 143,419

304,008

794,007 69,558 152,918

0 0 n 5,794,675

6,396,512 6,109,760 5,655,095 7,921,136
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.......................................................
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1991)

1,291,631
837,786
372,075
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CLHE SALJUR RURAL B RLTH BRI P b
EaTTHATED YEHTCLE UPERATING w0 EEPLACTHENT CuSTy
QUMBARY 87 YEHITLE Trpt

ASSURTHG GRADUAL PHASE-QUT 0F NON-E55cNTIAL VEHICLES

(C.F. A

FINAL SUMMARY OF PZUGEQT 505 COSTS 1794 1987 1984 {989 1§39
Fuel
Repairs and Maintendnce
[asurance and feqistration
Purchase of Replacesent Vehicles

TOTAL YEARLY DUTLAYS FOR ALL S05°S
FQNAL SrMARY GF PEUGEQT 404 DIESEL COSTS 1984 1987 1938 1999 19¢:
fuel 1,477,924 1,951,309 1 0 i
Repairs and Maintenance 1,702,680 2,620,732 D] 0 0
lasurance ind Registratian 0,172 422,431 0 0 bl
rurchase of Replacesent Vehicles 9 0 g 0 0

TUTAL YEARLY QUTLAYS FOR ALL 404 DIESELS 3,381,736 4,594,967 0 0 D]
FINAL SURMARY OF PEUGEDT 404 CDSTS 1384 1987 1968 1989 1599
Fuel 1,548,946 4,277,051 5,395,804 S, 941,319 5818, I°E
Repairs and Matntenance 2,548,42 2,009,496 2,374,360 2,599,057 4,300,815
Incurance ind Registration 1,404,102 1,478,307 2,001,417 108,206 2,230,408
Furchise of Replac2aent Vehicies 0 11,323,600 12,443,484 3,380,28 :

s s R e A e e 4 e e e A

TOTAL YEARLY OUTLAYS FOR ALL 404°S 3,499,409 19,288,834 22,217,469 3,918,374 (2,339,7%
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S5INE SALOUM RURAL HENM TH DELIVERY SERVICES PROJECT
ESTIMATED VEAICLE OUPERATING AND KEPLACCHENT £0STS
SUNMARY @Y VEMICLE TYPE

ASSUNING SRAQUAL PHASE-QUT OF NGN-ESSENT (AL VEHICLES

{C.F. A}

FINAL SUMNARY OF REMAULT R12 COSTS 1964 1987 1938 1?89 1990
Fiel 97,181 T 4T4 437 2,348,447 1,230,425 {291,431
regatrs 4ng Mdintenance L, 709,120 1,390,718 2,178,490 443,419 637,746
insurince ind Reqistratian S04, 008 794,007 b67.358 152,718 372,078
rurchase af Replaceaent Vehicles 0 0 0 5,794,675 0

7374l rEARLY JUTLAYS FOR ALL #1273 6,596,512 6,109,760 3,833,095 7,821,136 2,101,472
FiNAL SUMMARY OF RENAULT R4 C0STS 1986 1987 1923 {989 1990
Fue! 2,073,489 1,392,076 1,871,480 0 0
Repatrs and Maintenance 2,014,102 1,333,738 2,873,132 0 )
insurance and Registration 148,840 339,217 374,988 0 0
Purcnase af Keplacesent Vehicles 0 0 ) D) 0

TQTL YEARLY OUTLAYS FOR ALL R4'S 4,536,431 3,7AL, 109 4,926,417 ] 0
FINAL SUNRARY OF RENAULT TRAFFIC DIESEL COSTS (984 1987 1984 1999 1930
Fuel 1,126,038 1,192,339 1,241,456 1,072,417 1,126,038
Repairs and Maintenance 322,283 135,337 1,073,438 325,380 710,336
Tnsurance and Registration 745,274 783,738 824,221 845,831 911,688
Purchase of ~eplacement Vehicles 0 0 0 14,268,149 0

- > o o o = A S . W A R P R B B e v

TOTAL (EARLY QUTLAYS FOR ALL TRAFFIC DIESELS 2,393,577 2,701,435 3,141,332 16,833,757 2,748,158
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SINE SALDUN RURAL NEALTE DELCIYERE SEXYICES FanJ0T
ESTIMATERD veRICLE OPERATING AND SEFCACENENT €O515
SURMARY 3y VEHICLE TYFE
ASSUNTNG GRADUAL PHASE-QUT OF NOM-ESSENTIAL YENIRLES
(C.F.0)

FINAL SUNMARY OF YEHICLE COSTS 1984 1987 1988 (989 1990
Fuel (3,097,777 42,027,904 11,156,787 7,543,870 6,274,044
keoairs and Maintenance 8,306,571 9,090,638 6,468,738 3,879,935 5,649,227

TATAL YAR[ABLE OPERATING C4STS 21,704,348 21,118,562 19,675,245 11,722,906 11,885,291
Insurance and Registraticn 3,903,416 3,837,940 5,670,380 3,327,935 3,304,178
TOTAL YEARLY GPERATING COST3 23,607, 7h4 24,952,522 23,493,825 15,050,841 (7,389,459
Purchase of Replacesent Véhicies 0 [L,523,800 12,445,488 22,323,106 0
TOTAL YEARLY QUTLAYS FOR ALL VEHICLES 25,807,764 36,476,122 IS,941,317 38,373,967 17,389,44¢
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TOTAL HEALTH #0STS 14

1140 LITERS OF FUE

TOTAL COST OF FUEL FER YEAR IN CFA
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Daitntaes bFaves

Faymor
Feauwr Maba
beur Madiabel

Mowssa
Medina Sabalbkh
Misstieah
NMdrame Es.
Ngayerne
Faoscuoho
Fr-akhanz
Sabova

Taitha Miasseane
Wazk~MNgouna

b

TOTAL UONE-WAY kEMS
L IUSED FER YEAR

255,210
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Dot vor 47 ! i
[PARS IR TRV [
Froacsyer x o /7
Fan ol o o /
Frumel a D] 16
oyl Hessena 40 , 7
Martataoo o 7
Marlodgt 78 168
Mhellacadl ao 16 4
Midiop 30 9
Moavol heme -8 9
Mrabhar 29 )
Falamnarin » w1 7
fratar -3 9
SAMGA 1A 79 13
Tattaguine Z39 b
Thiare Ndiolagur = Tl 7
Mo ars -5 8

TOTAL HEALTHH FOSTS 2L TOTHL O =AY S 754 181

172 LITERS OF FUEL USED FER YEARR
rogmAal COs il OUF FilEL FER YEAR IN LFA 583,902
o R R R R R E Py R L L RS e E
*
Foundioungne Foundicunagna 0dtlar 24 )

Dijirndah Firogue 0
Rassoul Firogue Q
Dionewar Firogue 0
Miadior Firogue 0
Fassy 15 =

TOTAL HEALIR FOSTS 4 10TAL ONE-WAY EMS 41 Q

108 LITERS OF FUEL USED FER YEAR
TOTAL COST OF FUEL FER YiEAR IM CFA =8,119
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TOTAL, 05T OF FLUEL FER
L A 2 R U A o A o S S A S LA

Dossas OS5 A5

TOTAL HECLTH FOSTS 8
720 LITERS OF FUE
TCTAL COST QF FUEL PER YEAR IN CFA
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Guingineo

TOTAL HEALTH FOSTS 4
120 LITERS OF FUE
TOTAL COST QF FUEL FER YEAR IM CFA

I EEEEE R LI R LT TR R LT FEL YRS TR & L 8 £
8,400 94
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frost oyt oy o
Cootcl a6 R s
Foosor yatacun by vies R N
boeare vambyoa 1y, e i
e 5510 ah KB ;
Mool b assaney Tagl | -
Foycdyac ot a (] 4
FOTAL OME--VAY 0L 1}y

Lo UakD FER EAR
Lad 2,719

o R Y L R R R L TR R N e

Colabane 32 1o
fFass 24 &
b ar Q0 7
Mdiene Lagane 1S =
Muadr owr ) l
Fratar Lia 12 =
Sadio 74 17
Taif 54 1z
TOTAL ONE-WAY M5 256 &0

L. USED FER YEARK
LE7,459

R R TR EE EPEEREEEEEERRERESEERESRESE S 5 SRS S & ok b

Gagnick 7 2
Mbadakhaoune 12 o
Nd1a&ago 7 2
Ngathie 14 =
TOTAL QNE-WAY KMS 30 Lo

L USED FER YEAR :
31,247

P Y 2SS TSR RS RS L 8 Bd REF T2 X PR 2R
2,187,024 3,01
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TOTAL NUMEER OF HEALTH FOSTS SUFERWY
TOTAL NUMBER OF M5 D
TOTAL NUMBER OF LITER
FraTAL COST OF FHEL M

RIVEM Yy CAR

DU RSN

[HED

5 0OF FUEL COMSUMED

CFA FRANCS

UL DN

74
T T

8,400
2,137,024

C.M. EILOMETERS LITERS OF COosT
MAME DR TVEN FLIEL USED IN CFA
Kaol ack 74,7972 24 240,373
Faffrine 18,600 2,148 359,253
Foungheul 4,440 b 124,246
Nioro 7,352 1,140 294,810
Fatick 13,916 2,172 565,902
Foundiaungne 284 108 28,119
Sokone 4,849 59572 142,719
Goosas 6,144 720 187,459
FGuinaineo 240 {70 1,243

roTAl. 72,576 8,400 2,187,024

Flease rnote that this

supervised per

health posts supervised.

trip,

madel assumes Lthat only one health post will be
implving & round trip fraom the CM to each of the
Additional ecoromies may be realized by

visiting several health posts at a time.
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. HAS0L TMNE
' FUEL FURCHASED RBY USAILID 5,000
A}
FMCEETS SENT TO FROJECT 47,500
ACTUNL. FUEL WUSE By VEHICLES
Cars 0,080
Mobylathtes 11,260
TOTAL YEHICLES 473, T60
Average gasoline cost i1n CFA/liter
>
Average diesel cost in CFA/liter
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DIESEL

25,000
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{ut

CoF A,

GASUL ITMNE DIESEL

25,254,150 4,281,950

12,350,000 1,826,357

8,240,800 2,700,355
2.9I2,300

11,273,600 2,300,355
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L Lons By 3 2
Ao B DTS vt gl THIE SR L sk L 200 i T e, e

[, IMD T Ot TR THETHIG O ST AGE G THE Lindfa) Tt

FMONTH DU TNG WHTOH PUMEE R PR R iy LY AOUNT

FRATNIMG TOUE 0 A TEATHED OF D5 Frfb O TR TN
¢ K * (. %) 500 Lo, 000 »
L e » L 20 N 500 1,250,000 «
* FEE . Y 0 00 TR, 000 =
% FEX A [T R S0 ZL3A0,000
. FER . ] X =00 £R20,000 »
*  PMAR * £ 0 S0 P20, i =
+ MAR #* 126 0 =00 1,890,000 »
»* MAR * 1z o0 SO0 180, 000 »
* AF * L& =0 S00) AT T RIDIF R 3
* AFR »* 1.4 0 00 1,890,000 +
*  AFR * 1z9 0 00 1 {@T5,000 =
« AFR * 29 0 500 475,000 =
*  MAY * 16 0 SO0 240,000 *
«  MAY * 637 0 G500 1,205,000 =
*  MAY * Péb 0 SO0 1,440,000 *
* MAY * 16 0 SO0 240,000 *
+  JUME + [ 0 500 175,000 =
*  JUNE * 59 RAR] SO0 25,000 *
+«  JULY » 24 : 0 SO0 S60,000 %,
* JULY * 19 0 S50 285,000 %
*  AUG < 8 0 00 S70,000 »
*+ SEF * ol 0 F00 15,000 *
» TOTAL TRAIMING 1,165 &&O 17,345,000
»* Pl safiare gt oo e o g g EESomNoSmOooS oD oD=DN===
-
'*
* II. RECYCLING (RETRAINING) OF VILLAGE HMEALTH WORKERS
*
* FEBR * 1l 1 5C0 5,300 #
* FEH * 57 1 SO0 48,500 *
* AFR * 6S 1 200 32,500 =
*  JUNE * ] = S00 172,300 *
+  JULY * 185 1 S0 2,500 *
=  AUG * 532 { S00 25856,000 *
* AUG » = 4 SO0 b,000 *
#* AUG - L 14 { S00 23, OO0 »
«  AUG »> L\ a SO0 18,000 *
- SEF * &5 1 IRIN] S2,000 *
« SEF . 1% 4 500 0,000 *
* SEF * 19 gt SO0 22,500
* SEF * =) 1 SO0 214,000 *
*  0CT * 202 ! S0 LOL, 000 *
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NUMBE R
DAY

LI T T T I K S I
[if. PN TrELrey o 2 [
MONTH DU ITMNG WHTCH
TRALNING OOk e
JLUNE *
JULY "
Juuy *
JULY »
JuLy *
JULY *
CT -
NOV *
NELC *
TOTAL VYHC FER DIEMS
SUMMARY OJF FER
. .
TRAINING OF WYHW ' s
. RECYCLING OF YHW's

TRAINING UF VHC HMEME

<
—
—
r
D
Q)
m
M
in
o

10E

CEEL DUR TG

MBS

DATLY
B DITEM

1500
I SFIRIR
L5500
LS00
LS00
13500
1500
1500
1500

Trbiias ae

AMOUNT
[N CFA

L30 ,000
1575, OG0
TO L, 000
165, 000
125,000
150, 000
15,000
180,000
180,000

T EEEEEE

e e . — o —

DIEMS FALID AT VILLAGE LEVEL DURING 1985

ERS

NUMEBER
TRALMED

AMOUNT
It CFA

17,445, 00
1,099,000

LyS00, OO0

FERCENT OF
TOTAL FER DIEMS
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L. Ine Local necoupt

RECOMMENDATION M1 w studv ot the precise nature or all JTocal account
expenditures should be conducted tn oroer to 1so0late evpendirtures that
essential to the continuation ot project activities 1n the tuture. Hs a
result or the study. a4 more detairled cnart ot accounts needs to be 1mple-
mented at the project otrice 1n haolack. I'he chart should enable the
project accountant to readily i1dentiyy all 1tems of a cont-nllable nature
and intorm management when actual expenditures begin to exceed the budgeted
limits. Special attention snould be focused on supplies, which made up
lo.4% ot total local account expenditures.

RECOMMENDATION #2 Once the 1986-87 budget has been officially accepted, the
amounts should be distributed over the twelve months. The project accoun-
tant snould show actual eupenditures versus budget tor each month and for
the riscal vear-to-date. wHny signiricant deviations rrom budget should be
explalned 1n writing,

RECGMMENDATION H#3 The project should undergo a comprehensive audit 1in
order to establish the accuracy of the f.nancial statements and the propri-
ety ot expenditures. [t shouid be possible to combine the audit with the
study noted 1n kecommendation ®l- above.. :

RECOMMENDATION #4 Given that the project has access to an [BH personal
computer, the accounting system should be computertzed using one of the
better-known low-cost accounting packages, such as UAC-Easy or Ready-to-Run.
Again, tne audit team can assist i1n the selection ang 1mplementation of an
adequate accounting package.

Ze The VYehicle Fleet

Automobiles ,
RECOMMENDATION M5 The Peugeot 404 diesel fuel consumption figures should be
verified during the fortncoming audit. it tney prove to be accurate,’tne
vehicles should be removed from service without delav.

' Donovan Kudishole's recommendations are reproduced here tecause or the detail they include. They have
been incorporated in snorter rora in the Sumeary ang Kecossendations chapter.
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MECOMMENUGATION ¥4 fhe vechnicar prrsonnel toam tine oazorament o1 yepegal

and UGnT0 shonld conduct o revvew ar abl o vehaole uaage o0 saper sanian and
presonnel bransoortation to adenliry any o acbivities tnat o can ne o paaed or
ciiminared outraght co radare costs, whitch are abave the ipvel the iy an

sustain,

Hobylettes

HELUNMENDRT LuM ¥7 The assisbance ot “he Minystey ar yecentrabi s obyon sthould
pe requested 1o order tn clarity tne detinittion ot gnvestment goods, Lt
should be argued that the monviettes are rixed assets that are heing used in
a program to 1tmprove the heatth or the community ang 1ncrease the proauc-
tivity ot agraicuiture,

3. Training Activities

Per Otems

RECOHMHENDATIUN W5  The tecnnical personnel *ram UskiD and the vaovernment of
Senggal snouid perrarm a carerul examination ot tne per diem question and
attempt to establish wnether or not the prospect of receiving 15,900 CFA is
one ot the prime motivating tactors that attracrs a villager to become a
vi1llage healtn warker,

iraining Center

RECOMMENGATION HY USAID and covernment ot Seneqal personnel should ewplore
the possioility ofr operating tne training center as a semiautonomous protit
center. o:ven the tact that there 1¢ lrkelv to be a considerable amount ot
excess capacity, 1t smoubd~ve possible to orfer.the training facilities to
organizations such as the World Bank or pernaps even other Hinistries of the
tovernment or Senegal. A standard daily fee could oe charged tor classroom
rental and a separate dailv charge ror students noused i1n the center s
dormitory., In addition, other services sucn as duplicating, phatocopyina
ang audiovisual equipment could be provided tor a ree. The tunas ccllected
would serve to defray the training center s operating costs. The matn
opstacle ta this approach 1s a legal one: there 1s no statutory provision
that would permit the training center to collect tees ror services fraonm
third parties. This 1ssue needs to be taken up with Hinistry of Finance.
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Yoo Pharmageutyocat yupply

REGUMMENDATTON Win Honlle ang the boveroment ot aepegal should peplore the
possibility ot esrabhltrshing a4 revolyving drag tund tor the Qrogect areda, a4t a
minimum, ¥ Howeyuer o the aacamom benerrts or Lhis 501t ar a4 svYastem would he
Ndtained vt 1t owEre amplenented on oa natyonal level, Ihe marn obsvacle Lo
tnis ,lpnr(mr:r“ 15 tne o reststance Lo the ydead ar cnarging & markup on druqgs
dgrstraobuted to tne health anaratutrons v the country., However , 1t may be
passibile to deaagentrate that with a more etrictent cenbralised procurement
mechantsm and detzer anventory planning and management, the actual cost to
the public may 1o tact decitne., even with the revolving deug fund markup
included.  »n stuogv should be undertaken with the goal or evaluating the
current pertroraance Ot tne procurement system witn respect to price,
. containuity ot suodly, and quality ot products purcnased. The study should
also take 1nty accaunt tne prodiuction capabiltities ot 91F0n, the nattonal
druq manutacturini argantiation.

2 How would this difrer fros what exists? nlthough the froject has established a type of revalving drug
fund in the reqicns of Fatick and haoiack, recvcling of funds for additional purchase °f drugs 1s to
occurring; 1n additian, there 1s concern that when the new hospital coses on line, there will be a great
demand for the types 21 products the project 1s storking.  Siven the fragility of the current system, the
hosprtal needs could zlcan out groject drspensaries. The recosaendation eade nere 1s that the continvity
in the availability oz drugs mil depend on a tightening up of the systes so that through procuresent of
large quantities of c¢-uqs from a centraiized sour:, through good inventory glanning, and recycling of
funds, the consumer <ould be sble to purchase drugs at any tise at an ariordable price,
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